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and Public Welfare, Manitoba, is particularly well-qualified to deal with the sub- 
ject, having an intimate knowledge of the problems of medical practice and of 
public health. Dr. H. H. Milburn is the Chairman of the Committee on Medical 
Economics for British Columbia, B.C.M.A. Dr. G. F. Strong is Vice-chairman 
of that committee and Chairman of its Executive. 

Dr. Sinai: The interesting and significant thing is that medical care, as such, 
has grown to the stature of a basic need, wherever the needs of the population 
are under consideration. Those of us who occupy positions in public health are 
giving more and more consideration to medical care as a problem of public health. 
We are wondering what may be done in order to achieve a greater distribution 
of the benefits that have been produced by science. 

Yesterday, in another panel, Dr. Rogers was trying to find some common 
denominator in order to organize the understandings and the thinking as to why 
public health is expanding in the direction it appears to be taking. I think that 
the common denominator is illustrated by a new definition of a public health 
problem. You know the old definitions of a public health problem involving com- 
municable disease and preventable disease. Today we would define such a prob- 
lem, first, as any condition or situation which is a wide-spread cause of morbidity 
or mortality, or both; second, there is a body of scientific knowledge about that 
condition which, if distributed, would prevent, cure or ameliorate it; and, third, 
that body of scientific knowledge is not being distributed. That is the new defini- 
tion of a public health problem and it is one that is broad enough to embrace the 
problems which we shall be discussing this morning. 

We start our discussion with one point of agreement, namely, that there are 
needs for a more adequate distribution of the benefits of medical science; those 
benefits that may be distributed through the physician, the hospital, the dentist, 
the nurse, the laboratories and in other ways classified under the heading of 
medical care. 

What should be the approach to more adequate distribution of medical care 
in accordance with the needs of the population? Should a comprehensive service 
be provided at once? Or should it be developed step by step, ultimately providing 
a comprehensive service? One school of thought proposes a distribution of com- 
prehensive services from the very beginning, and to the objection that resources 
and existing services vary widely from community to community, they reply, 
“Let the initial services provided be within the limits of the facilities that may 
be, or may become, available in that community.” The other school proposes to 
start with something less than the total, to learn as they go along, and to progress 
by steps, either long or short, until they reach the ultimate goal of adequate ser- 
vices according to the needs of the population. 

Dr. Paterson, would you care to speak on this issue? 

Dr. Paterson: As my experiences relate largely to the British Isles and the 
National Health Services Act, I must base my remarks on this background. In 
describing a comprehensive plan of medical care I cannot do better than quote 
the words of Sir Wilson Jameson, Chief Medical Officer of the Ministry of 
Health, who said: “The object of a national health bill is to regard the health 
services of the nation as a whole, so that they can be turned into a single compre- 
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hensive array of health care which can be made equally available to people inde- 
pendently of their economic status. The cost of the services should be spread over 
the public at large and such a scheme should provide the administrative structure 
for a comprehensive health service. This includes hospitals, specialists, general 
practitioners, dentists, and all nursing care, and preventive measures for every 
man, woman and child in Britain, without the payment of any fee at the time of 
need.” 

You will see, therefore, that the scheme embraces the poor, the destitute, the 
moderately well-off, and the well-to-do. It ends the days of one service for the rich 
and one for the poor. In addition, it provides a general practitioner service both 
in health centres and in the patients’ homes, a domiciliary service, hospital and 
specialists’ care, dental and nursing services and preventive measures including 
research. The service is therefore comprehensive both in persons covered, and in 
the services provided. Those who favour a comprehensive compulsory scheme of 
social security insist that comprehensive medical services are a prerequisite. By 
social security we mean cash benefits including family allowances, sickness and 
unemployment benefits, and more generous old-age pensions. Social security also 
includes certain services such as mid-day meals and milk for children in schools, 
milk and vitamin supplements for needy mothers and pre-school children. The 
opponents of a comprehensive scheme argue that once legislation has been passed 
it is difficult to undo mistakes, and further that it would take many years to train 
sufficient medical personnel to staff a comprehensive scheme. Doctors do not like 
change or taking chances and it is natural that they should prefer evolution rather 
than trial and error. They do not think that the practice of medicine lends itself 
to regulation and they claim that the doctor-patient relationship might be 
destroyed. They fear that they would become salaried civil servants. 

Those who favour a comprehensive scheme admit that everything cannot be 
done at once but urge that we should build on a broad foundation and see the 
scheme as a whole from the first. With good will and hard work the improve- 
ments can later be made. In my opinion, the British Isles, with its dense popula- 
tion and short distances, lends itself to the implementing of a comprehensive 
scheme from the outset. In Great Britain, some people argue that the rich should 
be left out of the scheme—that they can make their own arrangements privately. 
Another view is that the general practitioner services should be developed before 
specialists’ services are provided. Other objections centre on administrative diffi- 
culties. To my mind we must preserve in some way the incentive of the physicians 
under a comprehensive scheme and enable them to give the best possible services 
to their patients. There is much to be said in favour of slow development and 
of improvement by trial and error. 

Dr. Sinai: Thank you, Dr. Paterson. Dr. Paterson has presented the pros 
and cons of the method of approach: that is, whether comprehensive initially or 
by development. The subject is open for discussion. 

Dr. Jackson: I agree with Dr. Paterson that the difficulties of initiating a 
comprehensive scheme at the present time in a country such as Canada are too 
great for it to be possible. We might, however, introduce a comprehensive plan 
in a small district or area in which facilities are available. I do not think that it 
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wuld be possible to set a date, let us say this time next year, at which time all 
Canada would be included in a comprehensive health services plan. 

Dr. Mott: I believe it might be necessary to postpone certain services— 
such as home nursing. On the other hand, I do not believe that physicians’ ser- 
vices need to be approached in stages. In my opinion, no line should be drawn 
between general practitioners’ services and specialists’ services. I think the exis- 
tence of a broad insurance plan entitling people to service and spreading medical 
purchasing power will facilitate the proper distribution of personnel, particularly 
in areas where no physicians’ services are now available. 

Dr. Sinai: Thank you, Dr. Mott. I think it would be advisable to discuss the 
matter of facilities, financing and administration in more detail later, although 
they are, of course, part of this initial issue of the comprehensive versus the 
evolutionary beginning. Would you care to give us your view, Dr. Milburn or 
Dr. Strong, as representing the medical profession, and in particular would you 
comment on Dr. Mott’s suggestion that comprehensive physicians’ services should 
be introduced at the outset. 

Dr. Milburn: 1 am inclined to agree with Dr. Paterson. As a member of the 
practising profession and knowing them quite well, I see a great deal of difficulty 
in introducing a comprehensive scheme suddenly. After all, it would be a radical 
change from the present organization of the practice of medicine and I fear, in 
particular, that it might disrupt the doctor-patient relationship. 

I suggest that we should move one step at a time, in order to keep the 
physician-patient relationship properly adjusted. For instance, our hospital prob- 
lem now has been more or less solved; and it will take some time to adjust the 
physician-patient relationship to this change. Later, the provision of other steps, 
such as diagnostic facilities, could be undertaken. In this way, the cost of private 
medical care to the public would be reduced so that it would not be a burden and 
would leave undisturbed the physician-patient relationship. 

Dr. Sinai: The points made thus far show, to my mind, an almost deplorable 
agreement that the approach should be on a limited basis in the beginning and 
proceed from there to a more comprehensive program. Dr. Mott, I believe, is 
in disagreement. 

Dr. Mott: This may illustrate my position. While we do not have a prov- 
ince-wide program of medical care in Saskatchewan, we do have a demonstration 
area in the 10,000 square miles surrounding Swift Current, a very rural area of 
50,000 population. These people voted to institute a plan which is quite compre- 
hensive. They voted to tax themselves by a combination of a personal and a land 
tax to support that service. They are entitled to all the services which the phy- 
sicians in that area can supply and, by referral outside the health region, to any 
other services, including specialist services. It seems to me that it would not have 
made sense to separate the general practitioner service from the specialist 
service in starting that scheme, and to initiate the two on different dates. It would 
not make sense to these people because they want doctors’ services. They do not 
define such services, but they expect adequate care. The existing plan is very 
popular with the people, and at a meeting recently, the practising physicians said 
they would be glad to enter into a renewal of their agreement for a period of three 
and a half years. 
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Dr. Paterson: In the position which my colleagues have adopted on this sub- 
ject, it seems to me that they have very carefully evaded my definition of a com- 
prehensive medical service. I defined it in vertical manner as embracing the poor, 
the middle-class and the rich, and from left to right, as embracing the general 
practitioner’s service, the specialist’s service, public health services and so forth. 
We have heard comments on the left-to-right definition but none on the vertical 
definition. What do my colleagues actually feel on this matter? Do they accept 
the fact that this scheme should be for both rich and poor, or do they think it 
should exclude a portion of the public? 

Dr. Jackson: Is there not a third dimension to this definition, the question 
of its being geographically comprehensive? In other words, Dr. Mott is speaking 
of a restricted area. 

Dr. Sinai: Let us then clarify our definition of “comprehensive”. Firstly, 
comprehensive in respect to population means including the total population. 
Secondly, comprehensive in reference to service and, thirdly, comprehensive in 
terms of geography. Let us first discuss comprehensive in relation to the persons 
covered. 

Dr. Rogers: I do not see how you can do that. Either it is comprehensive or 
it isn’t. In the United States, we were faced with the Wagner-Murray-Dingell 
Bill which is comprehensive in respect to all three of these definitions. We have 
the announcement of a proposed Canadian system, as outlined in the Minister’s 
address of yesterday which, I assume, will be comprehensive in these three re- 
spects. It seems to me that we should discuss all three of these elements at once 
because it is not possible to discuss them separately. Dr. Mott has a plan which 
he considers comprehensive, but I don’t. I think it is reasonable, excellent, but 
nevertheless “piecemeal”, because of its geographical limitations. 

Dr. Jackson: The plan announced by the Minister yesterday is not as yet a 
comprehensive plan. He proposes to proceed step by step—this is what we call 
a piecemeal plan. 

Dr. Strong: As a member of the Committee on Economics of the British 
Columbia Medical Association and of the Medical Economic Committee of the 
Canadian Medical Association for the past ten or twelve years, may I say that 
this matter has been given careful consideration by the medical profession. We 
have repeatedly expressed the opinion that an immediate institution of a com- 
prehensive plan is impossible for the reasons already set out. We feel that it must 
be introduced in successive stages, and we are very much interested in the experi- 
ment going on in Saskatchewan. Incidentally, I think the progressive changes in 
their charges in the Swift Current area indicate that you would get into many 
difficulties if you introduced such a scheme over a large area without preliminary 
trial and study. 

Dr. Rogers: 1 do not believe that we could have a discussion like this in the 
United States. We could not assume, with a group like this on the platform, that 
everyone would agree to a comprehensive plan at some time in the not-too-distant 
future. Yet is that not what this group is doing? 

Dr. Sinai: Dr. Rogers expresses some amazement at the general accord on 
ultimate aims. I am even more amazed at the agreement. What comments and 
questions are there from the floor? 
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Dr. Jules Gilbert: 1 was pleased with the approach of Mr. Martin to this 
question. Public health services in Quebec have been established in an evolution- 
ary manner and it has taken twenty-five years to provide county health units for 
the whole of the province. In the approach to this question by Dr. Heagerty in 
1943 in the proposed health insurance act, the simultaneous introduction was 
planned, and I believe the demand for service might well have overwhelmed the 
existing facilities. Mr. Martin proposes to enlarge the facilities first. 

Dr. Sinai: The question of facilities has been raised from the floor. This is 
Item No. 2 in our discussion. Dr. Jackson, would you mind discussing the prob- 
lem of the adequacy of medical facilities? 

Dr. Jackson: Mr. Chairman, this is the basis of my argument that health 
services should be introduced piecemeal. One has only to do very little study in 
one’s own community to discover that we simply do not have the facilities to put 
into operation a comprehensive scheme of national health service. I speak very 
freely on this subject because a year and a half ago we had a group from the 
Rockefeller Foundation come to Manitoba to try to estimate what we would need 
in the way of personnel, hospital beds and so forth to establish our very modest 
health plan. We found that for Manitoba alone—which represents only one- 
sixteenth of the total population of Canada—we needed 230 extra physicians, 
while our total practising physicians, including public health personnel, approx- 
imate 600. We needed 400 more dentists. Our hospitals are already short of staff, 
and we would need 400 extra nurses and approximately 100-150 more public 
health nurses and 180-190 more technicians. It is not possible to go out into the 
population and select these people and employ them at once, because it takes time 
to train them. I am sure Dr. Milburn can give you some idea of his plans for 
training the types of people we need. We will have to give consideration to the 
training of the people who will be staffing these new medical services and prob- 
ably evolve a different type of training. 

In Manitoba we have a fairly high ratio of hospital beds to population— 
about five per thousand. We need approximately seven beds per thousand popu- 
lation for acute hospital cases, at least two for chronic cases, and additional beds 
for mental illness and tuberculosis. It takes seven years to train a physician; four 
years for a nurse, five years for a dentist, and so forth, so that any comprehensive 
scheme of medical care for all the Canadian people simply cannot be started 
now—or next year or the year after. It seems to me that all we can do is to 
establish piecemeal the services which we think should have priority, as fast as 
we can provide the facilities for each step as we go along. 

Dr. Milburn: I believe our situation in British Columbia is very much the 
same as that in Manitoba. With regard to hospitals, we also are short of nurses, 
and of hospital beds, particularly for acute diseases. I think we must arrange a 
very definite program to provide convalescent and chronic hospital beds, in order 
to remove these patients from the acute hospitals. With regard to physicians, we 
have approximately 1,400 now on the register in British Columbia, more for our 
population than anywhere else in Canada, but even that would not be sufficient. 
Some of our experience with voluntary health schemes has shown that pre-paid 
medical care leads to far greater demands for medical services. In the last two 
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years this increase in our Medical Services Association Plan has amounted to 15 
per cent under ordinary conditions. I feel that if there were a general institution 
of this service, the demand would increase by 50 per cent or more. We, there- 
fore, will be needing more physicians, more hospital beds, more nurses and 
dentists as well, to introduce successfully any comprehensive plan of medical care. 

Dr. Sinai: Have you any comments, Dr. Strong? 

Dr. Strong: No. I am in complete agreement with Dr. Milburn. 

Dr. Mott: I find myself in disagreement. There are many people here who 
wish to see the service we have been discussing developed in our lifetime. If we 
wait until Manitoba has 230 more physicians, 400 more dentists, 400 more nurses, 
we are going to wait a long, long time. The process of getting these extra per- 
sonnel can be accelerated tremendously by creating the demand through intro- 
ducing a comprehensive scheme. Once you entitle people to services, it creates 
pressures of many kinds which would accelerate training programs, the building 
of physical facilities, and so forth. 

We heard this argument in Saskatchewan before starting the Hospital Plan. 
True, there has been a little inconvenience. Hospitals have had waiting lists, but 
so do most large hospitals in Canada today. Our hospitals had waiting lists before, 
and the situation has not been very different from what it was before we intro- 
duced hospital-care insurance, At the same time, however, there has been a 
tremendous impetus toward hospital construction, and I think the same forces 
can result in attracting and holding various kinds of medical personnel. In the 
Swift Current area, the number of physicians has increased by 50 per cent in a 
year and a half and they are coming from somewhere. The ratio of physicians to 
population in the Dominion as a whole is really quite good—much better than 
most countries where health insurance has already been introduced. 

When you create, through health insurance, medical purchasing power in 
rural communities which now are unable to secure adequate medical services, 
and when you provide better facilities to work with, you will get more personnel. 
I must say I am in complete disagreement with what seems to be a defeatist atti- 
tude. Of course, no one can announce that we will start a comprehensive scheme 
next month and provide everything at once, but I think somebody ought to say 
that within three years, for example, we are going to provide a complete range 
of services, and during that three years we are going to be moving towards that 
goal. 

Dr. Rogers: Isn’t there some danger, Dr. Mott, that the personnel you get 
will not be adequately trained? If the demand outruns the supply too much, local 
authorities will be obliged to employ persons who are not really prepared to do a 
good job, the costs will be excessive, and confusion will result from promising the 
public things which are not capable of realization. What will be the result ten 
years from now if we have promised things which may cost much more than we 
now estimate, and for the provision of which we have no effective system—no 
sufficient system of distribution of medical care as such? This would present a 
highly extravagant and inefficient background for the accelerated training, build- 
ing and organizational program required to fulfill the hopes we are getting ready 
to awaken in the public mind. 
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I agree that these services should be provided, but we must consider these 
administrative problems. 

Dr. Sinai: Dr. Jackson does not agree that his attitude is a “defeatist” one! 

Dr. Jackson: No, it is not defeatist even after eighteen years of waiting. It 
will never be defeatist because, whether we like it or not, we are going to have 
comprehensive medical care for every citizen in Canada no matter where he lives 
or what his economic status may be. To Dr. Mott’s suggestion of a time-limit, 
say three years, within which a comprehensive service should be provided, I 
would say this. If Dr. Mott and others will train their own medical men, and not 
steal them from Manitoba, we will have enough medical men to staff our Province 
in three or four years’ time! 

Dr. Mott: One point in this context I think deserves attention. It is true 
that our medical-care resources in Canada are limited and already considerably 
overburdened. Who is getting the advantage of these resources today? People 
who are sick, but to some extent also there is a selection according to the ability 
to pay. In other words, those people who can afford to pay for them are making 
more use of our limited personnel and facilities than people who cannot afford 
them. Now if a health-insurance system of a comprehensive nature were started 
next July Ist, it is true that there would be no increase in available resources, 
which could only be increased gradually. On the other hand, medical care would 
be available on the basis of medical need, and not on the basis of individual 
ability to pay, and our resources would be used where they are needed most. 

Dr. Strong: But you cannot spread these resources over a larger group of 
the population without impairing their quality. Instead of giving a few wealthy 
people a good service, you are going to give everybody a poor service. 

Dr. Sinai: Is there any further comment on the subject of facilities? 

Dr. Mott: A suggestion as to the possible future development of a new 
facility comes to mind. I refer to a home-care program and to bedside nursing 
service. In the Swift Current Region—one of our units of local health adminis- 
tration—we have reasonably adequate nursing staff in the hospitals, and a 
standard of one public health nurse to each 5,000 of the population. It is true 
that there are large areas of our province with far fewer nurses than this, and 
we may well have one or two vacancies in our public health nursing staff in Swift 
Current. In the not too distant future, however, we should like to introduce bed- 
side nursing in the home as a part of the general public health nursing program. 
It could be done, I believe, by gradually increasing our nurse-population ratio in 
the area to about 1 to 2,000. 

Question from the floor: What facilities exist in the Swift Current area for 
the care of the chronically sick? 

Dr. Mott: We are just about where everybody else is with this problem. 
Through the hospitalization program the problem of adequate care for the 
chronically ill, and for elderly persons, has been brought to our attention quite 
forcibly. The plan we have in mind, for the chronically ill who require active 
treatment, would provide about one bed per thousand population within the 
region ; that is our immediate goal. Our present thinking is that you need special- 
ized facilities for the care of the chronically ill out in each local health service 
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area, so that the patient will not be too many miles away from his family. 

Dr. Sinai: In our discussions the other day, the statement was made that 
there was abundant research material on this subject of medical-care facilities 
available in the United States and Canada. The point before us today is the 
question of the most efficient utilization of existing facilities, and the effect on 
these facilities of the possible future demand for services. Now the research 
material referred to, although extensive, may be interpreted in a number of ways, 
and it does not provide, as yet, many definite conclusions as to policy. We have 
gone through a great experience of over-utilization of facilities under voluntary 
hospital-insurance plans; and, as you know, there were long waiting lists for 
hospitalization, even after the normal hospital stay per case had been reduced by 
50 per cent or more. Our information is therefore quite extensive as to how the 
population reacts to these prepaid hospital service plans, and their mental or emo- 


tional response to what amounts to a failure to deliver something that has been 
sold to the population. 


There was a comment from the floor, I believe. 

Comment from the floor: This method of creating a demand or a vacuum, 
as it were, in certain areas, as a means of getting the necessary supply of phy- 
sicians and facilities for medical care, troubles me. Efforts to promote the develop- 
ment of local health units that are going on now here and in the United States, 
for example, stimulate the desire and create a demand for services more rapidly 
than they can be provided. As a result, only wealthier urban areas are able to 
obtain the personnel and they strip the needier rural areas and leave them with 
even less adequate service. This makes the moral question Dr. Mott raised, about 
the introduction of a system of medical care where the facilities were inadequate 
leading to a better distribution of the available services, seem a bit more involved. 

Dr. Rogers: This is essentially a problem of making a wise selection of the 
means by which we are to make the necessary progress towards better medical 
services, and I do not believe that any one of us can solve it readily. This com- 
ment from the floor presents an excellent example of the inadvisability of intro- 
ducing a comprehensive scheme all at once. To provide even a few essential 
medical services to rural areas is a vast task that will require all the energy, 
resources and administrative leadership of this whole group. I hope sometime 
today, Dr. Sinai, we may be able to talk a bit about the migration from rural to 
urban areas, and the health problems this migration raises. 

Dr. Sinai: I hope we can, Dr. Rogers. This is a problem that is not new by 
any means. This migration has been going on over the last half-century on a large 
scale in America, and not only professional people but many of the active young 
men and women needed in agriculture are finding work in the cities. The migra- 
tion has been well studied, but to stop the movement, or even to alter certain 
aspects of it, is another matter and a large one. 

I think we had better move on to financing. Dr. Mott, with his first-hand 
experience and knowledge of this subject, might open the discussion. 

Dr. Mott: A comprehensive service will naturally be very costly. As we 
all know, a relatively small proportion of the population today can afford com- 
plete care, particularly for serious or prolonged illness; we know that an indi- 
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vidual or a family cannot predict the amount of illness that will strike them, and 
they cannot budget against an unpredictable cost; so I think we come imme- 
diately to the time-honoured device of health insurance as a means of financing 
medical care. The big question today is whether health insurance must be com- 
pulsory, or whether we can attain our general objectives through voluntary 
health insurance. 

Briefly, voluntary health insurance has certain inherent weaknesses which 
lead us to the conclusion that the system must be compulsory or universal. Volun- 
tary health insurance is excellent during this interim period, and it is good for 
those who can afford to use it, but it does not meet the needs of vast numbers of 
people who cannot afford it. It is particularly inadequate to meet the needs of 
rural communities. I believe in the United States something like 23 per cent of 
the urban population is now covered for limited hospitalization through Blue 
Cross plans, but I believe the rural percentage is only about 2% per cent. Volun- 
tary health insurance has tended to point the way in a number of nations, but in 
most cases it has been superseded by compulsory health insurance. 

Probably what we need in Canada is a combination of contributory health 
insurance on a compulsory basis and tax support. The system which will evolve 
will likely consist of provincial health insurance programs under Federal stan- 
dards with Federal guidance and financial support. The amount contributed by 
the individual in Canada may tend to be quite small, possibly a flat sum not vary- 
ing with income, and the greater part of the total cost would then come from 
Dominion and provincial tax support. 

I would like to make a plea here for variable Dominion grants to the prov- 
inces, equalized according to the wealth of the individual provinces, and flexible 
enough to take account of varying economic conditions in each province. In other 
words, instead of the Dominion providing a flat supporting grant of 50 or 60 per 
cent of the cost of health insurance, I think the amount should vary, let us say 
from 40 to 70 per cent, depending upon the wealth of the province and the eco- 
nomic circumstances of a province at the particular time. 

Dr. Sinai: Thank you, Dr. Mott, that is a well-filled nutshell. 

Dr. Milburn: On the point of compulsory as opposed to voluntary health 
insurance, I think we can first say we know a lot more about medical costs than 
we did when health insurance was first proposed in British Columbia twelve 
years ago. Under that Act the estimated cost per caput for medical service alone 
was about $5.50 per year; Dr. Heagerty’s latest estimates were about $9.50 ; while 
our experience in some of the voluntary plans indicates that as much as $15.00 
might not be adequate to provide a good comprehensive medical service. 

I should say that we in the medical profession here don’t feel ready to under- 
take a compulsory health insurance plan. We need more data in regard to medical 
costs, despite the little bits of information gradually accumulated over the past 
twelve years. 

Dr. Strong: In addition to what little effort the medical profession made to 
point out the difficulties inherent in the scheme, I think it was this factor of cost 
that held up the compulsory health insurance plan for British Columbia in 1935. 
I still think this question of cost is crucial, because in this life you get what you 
pay for. 





June 1949 MEDICAL CARE 251 


When we clamour for an improved medical service, we should remember that 
by and large the health services on this continent and in the English-speaking 
world are improving and have continued to improve over the last forty years. 
We grant that there is maldistribution of these services, but that isn’t entirely 
the fault of the people who provide the health services. There are lots of reasons 
for difficulties of distribution, other than the quality of the medical service. We 
all want to see a better distribution of health services, but we want it brought 
about in a way in which it can be paid for, and we want the payments for those 
services to be adequately distributed. 

I don’t agree at all with Dr. Mott in his emphasis on tax contributions, 
because I think that is dangerous. I think that if we have health insurance it 
should be on a contributory basis. Those people who are unable to contribute 
should have contributions made on their behalf, but I regard that as somewhat 
different from taking a large slice out of general revenues and turning it into a 
health insurance fund. 

Dr. Rogers: One must grant that voluntary health insurance addresses itself 
to an important principle, that of prepayment. One must also grant that it prob- 
ably will do something to increase the number of medical services distributed. 
But I do not see in our voluntary health-insurance system much contribution to 
the quality of medical services rendered, nor to their better distribution. It seems 
to me that this is seriously lacking in our voluntary health-insurance system, 
and for that matter it could be lacking also in a compulsory plan. 

Dr. Jackson: I am more or less in agreement with Dr. Mott on the method 
of providing funds for a comprehensive health service for the nation, and partly 
in agreement with Dr. Strong. I believe that everyone eligible for health-insur- 
ance benefits should pay something towards it, and he should pay in proportion 
to what he earns. However, I am not suggesting that the health-insurance con- 
tribution should vary according to income, but that everyone should be expected 
to pay something. Of course governments have the responsibility for the low- 
income segment of the population who cannot contribute. They have the further 
responsibility of trying to ensure that the manpower and womanpower of the 
nation are as healthy as it is possible to make them. I therefore think that govern- 
ments, federal, provincial, and local, must contribute towards a comprehensive 
health insurance plan. 

Dr. Sinai: I am asking Dr. Hershey to provide the framework within which 
we will try to discuss this last question of the administration of health insurance. 

Dr. Hershey: 1 will mention four types of administrative organization of 
national health insurance. 

Under the “insurance” type the government merely acts as an agent, like 
an insurance company in the ordinary sense of the word. It does not provide 
services, but pays for them. The Department of Finance or a financial commission 
could administer the government funds provided for this purpose. The services 
would be administered by any groups that happened to develop the facilities. 

The type of administration I would call “technocratic” would be operated 
by the doctors, dentists, nurses, and other technical groups as their own insur- 
ance plan, with whatever subsidies or financial assistance the government chose 
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to give them. The plan would be operated for and by the professional groups, 
probably through a corporation responsible to themselves, and the government 
would have no particular control over the administration of the services. 

The other two types of administration could both be described as “bureau- 
cratic”. By this I mean the administration of the health-insurance plan as a 
government service, under which the government would give leadership, grant 
financial aid, take an active part in the provision of necessary facilities, and if 
necessary subsidize special services or services in special areas. The services 
could be administered either through a commissioner or, in the more usual way, 
through a government department. Both these last two types of administration 
would be “democratic”, in that a majority of the people using the service would, 
through their elected representatives, ultimately control the plan. 

Dr. Sinai: Dr. Hershey has given us a series of springboards. How deep is 
the pool, Dr. Mott? 

Dr. Mott: One of the principal questions which has come up is whether 
health insurance should be administered by the departments of health as such or 
by so-called “independent” commissions. It is a pertinent question in every 
province. There are no commissions such as Dr. Hershey described in existence 
at the moment, and it seems to me that the commission form is not as good as a 
straight departmental job of administration. One reason such a commission has 
been recommended is so that the practising medical men may be represented 
adequately. However, the medical practitioners are not requesting majority con- 
trol on any commission which might be set up, but merely representation. I 
personally think that our profession would be in a much stronger position if, 
instead of being in a minority on an administrative body, they were to act in an 
advisory capacity. I believe that at all levels of administration, federal, provincial 
and local, there should be strong advisory bodies on which the medical and other 
professions should have full representation. Regular recommendations of these 
councils with respect to administration should be a normal procedure. I think 
that reports from these councils should go to legislative assemblies and be made 
public, and that such reports should, in fact, be mandatory. Acting through such 
advisory councils without carrying full administrative responsibility, our pro- 
fession would be in a much stronger position than if we constituted a minority on 
an administrative body, such as the commission suggested. 

Dr. Strong: The medical profession has given considerable study to the 
administration of health insurance. We think that the administration should be 
under an independent commission, and not under the health department, even 
though Dr. Hershey has lumped these two together and labelled them bureau- 
cratic—a term we don’t like. We have arrived at this conclusion after a long 
series of careful discussions. We agree with Dr. Mott on the importance of 
advisory committees at all levels of administration, and we recognize that in an 
administrative health insurance commission the practising medical profession 
most likely would have only minority representation, yet we prefer the com- 
mission form of administration. 

Dr. Jackson: For once this morning I am in agreement with Dr. Mott. I 
would like to ask Dr. Strong what he means by an independent commission. I 
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don’t know that type of thing: we have a lot of government commissions in 
Canada, but I have yet to see one which could be called independent. As the 
Canadian Medical Association well knows, I prefer to see the administration of 
any health insurance plan as a special, separate part of an organized provincial 
health department, with an advisory commission, made up of those providing and 
those receiving the service—this commission to have certain methods of control 
over the section of the health department administering the health-service plan. 
Prevention is the only foundation upon which to build a better health program 
for Canada, and if we have a so-called “independent” commission operating 
health insurance outside the official health agency we will not have the integration 
of prevention and treatment into a national health service. 

Dr. Rogers: We all seem to be taking up positions here, and defending them 
strongly. I should like to expand on Dr. Jackson’s remarks. First let me make 
it clear that my primary concern is not with the cost but with the importance of 
prevention. However, there is an important relation between the financial control 
of medical care and the integration of the medical-care distribution system with 
the system of preventive medicine and public health. From an administrative 
point of view there must be co-ordination between the public health services and 
everything included in a comprehensive program of medical care: hospitals, nurs- 
ing, home visiting, clinic services, housing, diagnostic services, consultation ser- 
vices, the distribution of physicians, and so forth. From the very definition of 
public health I think the health officer cannot escape a major responsibility for 
medical-care administration, both with respect to vision and with respect to the 
program. It might be possible, however, to have an amplified health insurance 
commission which is also the public health commission or board, provided it is 
not primarily interested in finances. Whether the administration is of this type 
or through the health department, in each community it must be handled by a 
man of vision and administrative ability, who has both the training of a health 
officer and the confidence of the medical profession. 

Dr. Milburn: I wonder if Dr. Jackson would not agree that the Workmen’s 
Compensation Board is an independent commission? It is appointed by the 
legislature, yet not particularly subject to the control of government. I don’t con- 
sider it would be an ideal arrangement for health insurance, as it does not have a 
professional advisory board or consultation board, but certainly it is an example 
of an independent administrative commission. 

Dr. Jackson: It is an independent commission, in our province at least, to 
the extent that it does not have the expenditure of any provincial funds. We all 
agree that we can’t have complete health services for all people in Canada unless 
governments contribute part of the funds. If you set up a body that is going to 
spend tax funds, it must be directly responsible to the people who provide those 
funds, through their elected representatives in the government. I don’t see any 
other solution. I myself wouldn’t like somebody coming and taking money out of 
my pocket and doing something with it over which I have no say, and that is the 
main opposition to an independent commission—there is no democratic govern- 
ment control over it. 

If there is an “independent” commission, Dr. Milburn has indeed cited the 
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best example, the Workmen’s Compensation Board. It has functioned as an auto- 
cratic institution without referral either to the people who provide the service or 
to the people who receive it. The commission makes the decision and its decision 
is final and binding, and there is no recourse to any other authority. I don’t know 
whether that is the case in British Columbia or not, but it is so in Manitoba. 

Dr. Sinai: Dr. Paterson has been patiently listening for some time, so I am 
going to ask him to give us the result of his deliberations in the last few minutes. 

Dr. Paterson: The doctor in England just now—whether he is a specialist 
or a general practitioner or a member of one of these advisory councils or a public 
health officer—wants to know if he will be able to write to his medical journal 
and criticize his administration. Will his freedom to say what he likes when and 
where he likes be compatible with the administration we have just heard about? 
If for any reason he is discharged or his services are done away with, will he 
have any safeguard against an arbitrary decision? After all, under a good com- 
prehensive service there will be no patients for any private practice, so if he is 
unable to continue in the government service he is finished. Next, how is he going 
to be paid: by full-time salary like an interne in a hospital? by part-time salary? 
by a capitation fee for each patient on his list each year? or in some other way? 
The English doctor fears that if he is paid a salary full-time he will become a 
civil servant, be unable to comment on the service—be muzzled, so to speak, and 
forced to practise according to rules laid down in books. He fears that a part-time 
salary may grow into a full-time salary. Finally, will he be able to choose the 
place where he will work? For instance, under a comprehensive health-insurance 
scheme here it seems to me it will be administratively very difficult to keep almost 
every doctor from wanting to live in Vancouver. How will we get medical men 
to live in the interior where there are inadequate facilities for the education of 
their families and so forth? Inducements may be offered, but supposing induce- 
ments fail, are doctors going to be forced to go to these less desirable places so 
that an adequate service may be provided there? And if so, how? 

Dr. Mott: Within the last three weeks the Minister of Health in Great 
Britain has given answers to at least two of the four points Dr. Paterson has 
raised. Firstly, any physician, regardless of his position, is to be entirely free to 
write in any way he wants and to speak in any way he wants, even though that 
be in criticism of the administration. As for the basic or partial salary for general 
practitioners, I believe it will be on a voluntary basis and applicable only to recent 
graduates ; and assurance has been given that a state-salaried service would not 
be introduced at any future time by regulations, but if at all only through further 
legislation which would permit of debate in Parliament and representation by all 
interested groups. 

Dr. Rogers: On the question of choosing where he works, the medical pro- 
fession must consider the total problem of providing adequate medical care for 
all citizens, including those whose work takes them to places where the doctor 
may not wish to live. As does Dr. Paterson, I dislike the unpleasant implications 
of this problem, but I fail to see how they can be avoided. In providing compre- 
hensive medical services, any plan must reflect the need of the population for 
medical care. Now just because a young physician coming into an area wants to 
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practise in a particular place where he is not needed does not seem to me to con- 
stitute a valid reason why the authorities administering the plan, and responsible 
for the public health, must employ him there. Of course he cannot be excluded 
from practising there privately. But if he wants to join the public service, or if for 
economic reasons he feels he must join, if his services are not needed in the area 
of his choice and are badly needed in another area, I do not see how those adminis- 
tering the service can escape their moral obligation to direct him to the place 
where he is needed even though mild elements of regimentation are entailed. 
After all, voluntary acceptance of regimentation is not new to people in a 
democracy. If it were, we would not long retain our freedom or our democracy. 

Dr. Sinai: Let us try to sum up, very briefly, some of the results of the panel 
meeting. 

Firstly, with respect to a comprehensive as against a more limited beginning, 
rather amazing agreement has been reached. No matter how a program is started, 
everyone agrees that what is needed is a long-range plan, that ultimately a com- 
prehensive system of medical care will evolve, and that from the beginning each 
new service introduced must be compatible with the complete system as it will 
finally emerge. 

The discussion, of facilities brought up the question of which comes first, the 
hen or the egg. Two members of the panel feel that the provision of more ade- 
quate facilities must come first, and the introduction of a comprehensive health 
insurance service will only then be possible. Other members hope that by intro- 
ducing health insurance first a fairer distribution of existing facilities will be 
achieved, and that the increased utilization of existing facilities under health 
insurance will stimulate the demand for more facilities and hasten their provision. 

On the subject of financing, it is agreed by all that the financing of an ade- 
quate health service is going to be very costly. Whether it is going to be more 
costly than the Dominion of Canada or the United States, together with the 
Provinces and the States, can afford, is another matter, which was not really 
dealt with in this discussion. Some might argue that they cannot afford not to 
have an adequate health service. I shall leave the question with you. 

Some of Dr. Rogers’ remarks on the subject seem to me to point to un- 
answered questions—or rather to unasked questions—implicit in our further 
discussion of financing. He said he gave secondary consideration in his own 
thinking to this problem of finance and he wondered if we health workers knew 
the limits of our own field of knowledge. Is it up to us to decide whether it is 
morally better, and economically practicable, for each individual to make a per- 
sonal contribution towards the health service he gets? Should we be content to 
say to a government that so many hospital beds or other facilities are required 
to give adequate medical service to the population, and let somebody else worry 
about whether the hospital bed costs $7,000 or $12,000 and where the money is 
coming from? Or if we provide a rough estimate of the total cost, do we as 
scientific workers in this field not have a moral responsibility to go a step farther 
and work out how a particular amount of money available should be divided, or 
how the costs of medical care should be pooled, and shared by the whole popula- 
tion in proportion to their ability to pay? 
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On the subject of administration, Dr. Hershey presented certain administra- 
tive devices and described alternative methods under titles I have not seen used 
in this way before. He mentioned the insurance method which would utilize exis- 
ting voluntary plans and new ones that might develop; and the technocratic 
method under which the medical profession would have both complete control 
and complete financial liability for the services. The other two forms, in which 
the governments would take a major share of responsibility and also give direc- 
tion, he called both bureaucratic and democratic, the administration being either 
through a government commission or through a health department. Dr. Strong 
presented the preference of the medical profession for an administrative com- 
mission. I might comment here that administration is fast becoming a science in 
itself, and we might profit from the opinion of a political scientist, at this point, 
on the utility of a commission as opposed to the existing medical administrative 
agency—the public health department. Briefly, technical people in the field of 
public administration now seem to prefer simplification of administrative organ- 
ization to provide the most direct lines of communication through a central 
executive body from, in this case, the persons ultimately paying for the service, 
to the persons giving and receiving the medical care. 

At this point Dr. Rogers raised the question of the quality of the service. 
He referred to the public health agency as the most responsible and appropriate 
medical administrative unit now in existence. Through concentrating on pre- 
vention and through public education he feels that it has done the most to im- 
prove the public health, and it alone has the necessary experience of public 
administration. He is willing to give way, however, by saying that if administra- 
tion is to be through a commission, it should be inspired by the best of the prin- 
ciples that have given impetus to public health work across the country: public 
responsibility, public service, public education, a high quality of service, and, 
above all, prevention. 

Dr. Paterson raises crucial questions concerning the attitude of physicians 
and their fears. I think anyone who shows any tendency to belittle these fears by 
saying that they are, after all, only fears; is being psychologically unsound. Ques- 
tions of a like nature are being asked also by public health administrators, hos- 
pital administrators, dentists, nurses, and the general public. I think his questions 
point, as nothing else does, to the need for more adequate information and for 
long-range planning in this field of medical-care administration, so that both the 
professions and the general public will participate in the development of more 
adequate health services for all, and so that none of us need have groundless 
fears as to what the ultimate outcome may be. It is our hope that this discussion 
may have contributed, in some small way, to these ends. 
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— death rates charged to cancer of the breast (female) by age in the 
Registrar-General’s Reports of the Province of Ontario, 1909-1947*, are 
shown in outline in the accompanying graph. 

The marked increase in the rates of all age groups around 1920 shows 
clearly in itself that such rates cannot be taken at their face value. No one 
would interpret this increase as real; it is only a paper increase, undoubtedly 
due to changes in diagnosis, certification and book-keeping. Coinciding with 
the shift of book-keeping from the Province to the Dominion Bureau of 
Statistics, this is probably the biggest factor accounting for the increase, but 
the development and wider use of X-ray and perhaps a sharpening of diagnosis 
and certification following the war must be accorded consideration. The 
earlier rates, preceding the paper rise, are so very far from reflecting the actual 
mortality from cancer of the breast at that time that they would be worse than 
useless as a basis for comparison with the mortality of the later period; that 
comparison, therefore, cannot be made. Consideration here must be limited 
to the rates of the past 20 or 25 years. 

It is difficult to say to what extent the recorded rates of the later period 
(the past 20 or 25 years) are less than the actual mortality, or are otherwise 
erroneous, or how much they have varied in accuracy in this experience. 
Subject always to the influence of changing diagnostic acumen, facilities and 
methods; of changing precision and frankness in certification; of changing 
classification (of lesions which might be secondary to breast cancer though not 
certified as such) and of other even more intangible changes in book-keeping, 
the rates may not be fully representative of reality or unreservedly comparable 
over this or any period. The interpretation of them will have to be cautious; 
weak features cannot be given much credence as yet. 

There are some advantages, however, in having the field for examination 
restricted to this relatively short and recent period and to one province. The 
period is well within the experience of many of the practising profession in 
Ontario; personal acquaintance with the conditions and changes in conditions 
that have obtained in that time can compensate to some degree for the un- 
knowns in the rates. Limited to the Province of Ontario, the data have a 
greater degree of homogeneity than if drawn from a wider or less stable field. 
During this period there have been modifications and extensions of diagnostic 
and treatment methods, but no revolutionary changes; it has been one of high 


*The data for 1947 were kindly provided in advance by the Dominion Bureau of Statistics. 
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interest and increasing activity with the inauguration of subsidized clinics 
over the Province and, latterly, intensification of publicity and propaganda in 
regard to cancer in general and breast cancer in particular. Though fore- 
shortened by the very poor quality of the earlier rates, the period is sufficiently 
long for its strongest features to indicate general trends or tendencies. 


BREAST CANCER (FEMALE)—DEATH RATES, ONTARIO, 1907-1947 
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There are advantages, too, in dealing with the records of breast cancer 
rather than cancer of any other site. Readily accessible for diagnosis as well 
as for treatment, well recognized in both its primary and secondary mani- 
festations throughout the experience, singled out earlier in the records and its 
disposition therein little susceptible to classification changes in comparison 
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with other cancers, the records of breast cancer in this period undoubtedly 
form a sounder basis for comparison and deduction than those of any other 
cancer. In fact, breast cancer is the only major cancer that can be read in the 
records with any degree of confidence even now. 

An alternative to reading the rates now would be to wait until they might 
be more as we would want to find them. But for how long should we wait— 
for another 1, 2,3, 4, 5 or more decades? Perhaps by then they might be more 
to our liking. But they might not. With that a possibility, it seems impera- 
tive to face them now. 


THE INDICATIONS IN THE RATES 


In the 70+ age group there has been, in the last 20 years, a continuing 
increase. It is not difficult to accept this as due to progressively greater pre- 
cision in diagnosis, certification and book-keeping of the deaths in older people; 
what was charged to senility is now charged to other causes including cancer. 

It is another feature of the rates, by far the strongest and most arresting 
feature, which cannot be so readily explained. This is the lack of any sug- 
gestion of any decline in the recorded breast cancer death rates in any age 
group, 20-29, 30-39, 40-49, 50-59 and 60-69, in the past 20 or 25 years. Fol- 
lowing the paper rise in the early 1920's, the rates in each age group show a 
strong tendency to hold near the level reached then. There may be, in some, 
a slight increase, but even on paper this is an inconsistent and very weak 
feature such as could readily be due to chance and artifact. The strong tend- 
ency to maintain nearly uniform rates for 15 to 20 years, however, the lack of 
any suggestion of any sustained decline in that time, is quite another matter. 

In view of the tremendous effort that has been made over those years, 
including increasing publicity and propaganda for professional and public 
consumption emphasizing the importance of early diagnosis and treatment; 
in view, too, of modifications and extensions of diagnostic and treatment 
methods and facilities, especially the establishment of subsidized cancer clinics 
throughout the Province, some decline in the rates might have been anticipated. 
However, necessarily mindful of all the weaknesses of recorded rates, no one 
should be greatly surprised to find them failing to correspond closely with 
hopes or expectations. 

But the maintenance of a near level, a near uniformity of the rates for 
each age group (20-29, 30-39, 40-49, 50-59 and 60-69) for approximately 
20 years may be of more significance than the lack of any declines. It indi- 
cates that the sum of all factors, if any, tending to lower the rates, had approxi- 
mately equalled and offset the sum of all factors, if amy, tending to increase the 
rates. The simultaneous operation of factors, real and artificial, working in 
opposite directions during this period, would occasion no surprise. But the 
fact that the forces have so nearly equalled each other over these years, in 
every age group from 20 to 70, is far from what would be expected. Such a 
balance is a possibility, but it would not seem to be a reasonable probability. 

In spite of not knowing the actual number, proportions or changes in 
proportions of all cases treated, or treated early, or tréated by each of various 
methods; in spite of conflicting evidence and lack of unanimity as to what 
method(s) of treatment may be most effectual in postponing or preventing 
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death (and the possible inference therefrom that the precise value of none has 
been incontrovertibly established) ; in spite of lacking fully comparable records 
to show whether the actual age specific morbidity or mortality of breast cancer 
today is equal to, greater or less than 30 or 40 years ago—in spite of the lack 
of all these essential desiderata, the near balance between all possible factors, 
favourable and unfavourable, real and artificial, for this period, in all the age 
groups seems so far from what, even in retrospect, might be considered a 
reasonable result of chance, that further examination of the situation can 
hardly be evaded. 

Lacking, as indicated, all the factual information essential to assess the 
results of any or all of the forces working in either direction, recourse must be 
had to scrutinizing the basis for anticipating improvement and for the propa- 
ganda and programs implying or promising that mortality from cancer of the 
breast can be greatly reduced by early treatment. 


THE BAsIs FOR ANTICIPATING CHANGE 


As death in cancer of the breast is in large part due to widespread me- 
tastases, prevention or postponement of that mortality could be achieved only 
by limiting the dissemination of those metastases or by limiting their develop- 
ment subsequent to spread.* As treatment of the early primary tumour has 
no known effect on remote metastases already disseminated, reduction of that 
mortality could be achieved only by reducing dissemination. The claim or 
belief, then, that early treatment can greatly reduce mortality necessarily 
presupposes that a very considerable or proportionate part of spread to remote 
sites occurs subsequent to the possible recognition of the primary tumour. 

Much evidence, interpreted usually as supporting that hypothesis and 
claim, has come from reported high percentages of survivals after treatment 
in stage If cancer compared with low percentages in other stages. In stage I, 
survivals of 50 - 85 per cent at 10 years are reported, the variation probably 
due, in part at least, to differences in selection; the most usual figure quoted 
is about 70 or 75 per cent at 5 years. In other stages showing fixation, infil- 
tration or regional lymphatic involvement{ but without distant metastases, 
the survivals are much less. In cancers showing remote metastases, survivals 
for long, if any, are so rare as to constitute a medical curiosity. In all stages 
except the latter, however, there are, in most series, some long survivals (some 
even without treatment), and some deaths, the deaths from cancer occurring 
up to many years after locally successful treatment of the primary growth, 


*It is realized, of course, that, while the presence of metastases indicates both their 
dissemination and later development, the absence of metastases may be due to lack of dissemi- 
nation or, and possibly more likely, to failure of development subsequent to dissemination. 
“‘Metastases” or ‘‘metastasizing”’, as used here, refers to dissemination plus development. 

+“Stage I” is used without too specific connotation but is indicative, in general, of a 
developmental state without infiltration, fixation or metastases apparent on clinical or patho- 
logical examination. rte 

tWhile patients with blood-borne metastases generally show also lymphatic involvement, 
it is a question whether lymphatic involvement of any type, demonstrable or not, necessarily 
precedes blood dissemination, and, too, whether, or to what extent, lymphatic involvement 
serves as a secondary source for blood dissemination. It is certain, however, that widespread 
blood dissemination without demonstrated lymphatic involvement occurs, and not very rarely, 
as does too, extensive lymphatic involvement without the appearance of remote metastases. 
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usually from the development of widespread metastases, and often without 
any evident recurrence at the primary site. (It is to be noted that the dis- 
semination of the metastases in those cases must have occurred before the 
eradication of the primary lesion.) 


D1aGnostic DIFFICULTIES AND SURVIVALS 


Could the higher survivals reported for stage I cancers be due to the 
inclusion of lesions which had not produced and would not produce metas- 
tases?* Pathologists themselves have in large part given the answer to this 
question. A number of them, though by no means all, now frankly insist that 
morphological characteristics, in the absence of metastases, do not provide 
infallible criteria on which differentiation between non-metastasizing and 
metastasizing* tumours can be made. They admit no precise description of 
any morphological features as certainly indicative of metastatic* propensities. 
Such differentiation as is made, they insist, is one of opinion and judgment 
based on probabilities learned from experience. They have arrived at this 
healthy realization of human limitations through critical, routine observation. 
Strongly supporting that view are the findings of Dr. Harry S. N. Greene, 
Professor of Pathology at Yale University. Greene has found that, when 
planted in the anterior chamber of the eye of the guinea pig or rabbit, truly 
metastasizing* cancers grow and non-metastasizing tumours do not (he makes 
an important distinction between metastases in the immediate neighbourhood 
of the tumour which may be due to direct extension, lymphatic or otherwise, 
and metastases remote from the tumour). Correlating his experimental and 
routine work, he draws the definite conclusion that ‘‘all tumours which possess 
the ability to invade and metastasize to other tissues in the body can be trans- 
planted to animals of alien species, while many lesions judged to be cancerous 
on purely morphological grounds cannot be transplanted. Moreover, patients 
with disorders diagnosed as cancer by morphologists not infrequently make a 
complete recovery, whereas a diagnosis of cancer based on the behaviour of 
the tissue is invariably followed, in spite of all attempts at treatment, by the 
death of the patient.” While waiting for further data before committing 
themselves on Greene’s fascinating and potentially most significant findings 
regarding the transplantability of different tumours, a number, though ad- 
mittedly a minority, of pathologists, more physicians and some surgeons with 
whom the subject has been discussed concur with the essence of the latter part 
of this statement; it implies, firstly, inevitable diagnostic limitations as the 
explanation of many recoveries, and, secondly, almost complete invariability 
of death in truly metastasizing cancers. There it seems, then, in this agree- 
ment of pathological, clinical and experimental observations, lies a sound basis 
for a positive answer to the question: Could the high survival ratio in stage I 
be due to inclusion therein of non-metastasizing lesions? It could. 

In this regard, the phrase “in my opinion” or “in my judgment”’ in patho- 
logical reports of tumours without apparent metastases is highly significant; 
it is a frank routine admission of, and an emphasis on, the impossibility of 


*Dissemination plus development. 





262 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 40 


distinguishing, with certainty, between metastasizing and non-metastasizings 
tumours on morphological grounds. Even when the report fails to make that 
stipulation, it may be implied. The clinical diagnosis, with or without the 
invaluable assistance of the pathologist, is often similarly qualified with due 
reservations. While a report of the analysis of treatment of different stages 
may also suggest such qualifications, it cannot assess their influence; what was 
grey then becomes black. 

Not only is the diagnosis one of opinion; when treatment is made de- 
pendent on the pathological report, it is sometimes one of forced opinion. 
The pressure of circumstances is then, as everyone knows, for ‘‘Cancer” or 
“Not Cancer.’”’ Possibly surrounded by the conviction, though not always 
convinced himself, that early and complete treatment is of supreme importance 
in malignancy, the pathologist can hardly fail to give the patient the full 
benefit of any doubt even in his own mind. ‘‘False positives’’ will thus in- 
evitably be included under these circumstances. It could be that the domi- 
nance of the concept of the supreme importance of early treatment has created 
a circle of events from which it is difficult to become disentangled. 

It is, of course, the unfixed, mobile masses of varying size and duration, 
without any apparent metastases, that give the difficulty in diagnosis, to say 
nothing of prognosis, and it is these that constitute, in general, stage I cancers. 
In view of the practical impossibility, clinically or pathologically, of dis- 
tinguishing with certainty, in the absence of infiltration or fixation, between 
locally malignant and non-malignant tumours, and, in the absence of me- 
tastases, between metastasizing and non-metastasizing cancers; in view, there- 
fore, of the constant dependence on opinion and judgment, sometimes certainly 
biased, it seems inevitable that tumours or lesions that had not given and 
would not give metastases have been included to a varying proportion in 
cancer, stage I. The inclusion of these has almost certainly contributed 
significantly to the reported excess of survivals in stage I cancer in comparison 
with other stages. From this angle, then, the evidence provided by survivals 
loses its force. 

From another angle, too (as well as from the other side of the water), 
evidence of the fallibility of survivals is reported. Truscott, in 1947, in ‘“‘an 
attempt to discover whether there was any statistical evidence to support 
commonly held views on factors affecting prognosis and methods of treatment,” 
analysed the records of breast cancer in Middlesex Hospital in 1926-1940. 
He thus had observations at the 10 - 15 year interval, and even longer, in a 
number of cases. “....The tendency to develop a recurrence,” he says, “‘is 
less with each 5-year period but is still very considerable after 10 years. The 
actual number that do develop these late recurrences is small owing to the 
cases that die early, and this has given the false impression that survival to 
5 years means that the chance of recurrence is negligible. Doubt has long 
been cast on the term ‘5-year cure rate’. It would seem that the ‘10-year cure 
rate’ is equally valueless.’ He then makes one of the most straight-forward 
statements, based on evidence clearly presented, that has appeared in recent 
cancer literature: ‘‘The investigation has forced one to the conclusion that no 
matter how early the case or thorough the treatment no patient is free from the 
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possibility of recurrence until death occurs from some other cause.’’ The 
failure to convince himself of the high success of early treatment is sufficiently 
evident to need no further comment. 

The hypothesis or claim, then, that early treatment cures in the majority 
of cases gains little, if any, support from the highly dubious, if not quite 
fallacious, evidence of survivals. 


DEATHS IN SPITE OF EARLY TREATMENT 


With the difficulties and limitations of diagnosis and of follow-up observa- 
tion playing such havoc with the evidence in survivals, it will be obvious that 
these factors influence, too, the reported ratios of deaths from cancer following 
early treatment. The ratios of deaths from cancer, subsequent to early treat- 
ment (or stage I), range from 10 - 15 per cent in a few reports, to 50 per cent 
more commonly, and in some, as quoted, considerably closer to 100 per cent is 
implied. It would be invidious, futile, and distasteful to suggest any appraisal 
of any individual’s results or of any one report; such appraisal or deduction 
must be left to the reader or to the individual concerned—in the light of the 
fallibility of survivals. But any deaths from cancer subsequent to early 
treatment have high significance; they should be emphasized rather than 
neglected. 

Deaths from cancer subsequent to early treatment provide practically 
complete confirmation of the previous diagnosis (which survivals do not); they 
also provide irrefutable evidence of the failure to that extent of early treat- 
ment—a failure due generally to secondaries already disseminated before 
treatment and progressing to a fatal outcome uninfluenced by treatment of 
the primary lesion. These deaths provide as well, therefore, irrefutable evi- 
dence of the early dissemination of those metastases. To whatever extent 
they occur (i.e., to the 10 - 15 per cent, as reported for some series but which, 
in the light of evidence presented, is, in all probability, accounted for by a very 
high proportion of non-metastasizing tumours being included in those series; 
to the 50 per cent more commonly reported, but which, again, by the same 
evidence, is of doubtful validity; or to much nearer 100 per cent, as implied 
in the reports quoted and in none completely disproved), these deaths from 
cancer, in spite of early treatment, show indubitably the fallacy of the claim 
that “taken in its early stage, most (breast) cancer can be cured.”” On the 
evidence of these deaths, alone, and without reference to mortality rates, the 
claim is to that extent—possibly nearly its full extent—invalid. 

As death in breast cancer is, in very large part, as stated, due to wide- 
spread metastases, and as treatment of the early primary lesion has no known 
influence, or treatment of more advanced lesion little, if any, influence on 
metastases already disseminated, there is no basis for assuming that death 
would be materially postponed, in any substantial number, where it was not 
prevented by early treatment. 


ACTUAL EXPERIENCE AND MorTALITY RATES 


Although increased activity and extensions of facilities may have hastened 
diagnosis and treatment in many cases, proof is wanting, as indicated, that the 
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earlier treatment, as practised, would prevent or postpone the fatal outcome 
in those cases. Similarly, proof is wanting that, even if all breast cancer could 
have been treated in an early or stage I state, death would have been prevented 
or greatly postponed in any large proportion of the cases. There is thus no 
sound basis for having anticipated any marked decline in breast cancer mor- 
tality. And although the factors mentioned, propaganda, clinics, increased 
activity, etc., have undoubtedly brought to diagnosis, treatment and cure 
(some as cancer) non-fatal lesions which were not metastasizing cancer, this 
inclusion would not reduce cancer mortality, actual or recorded. Everything 
considered, too, there is no sound basis for supposing that, in the short period 
under review, there has been any great change in the ability of the medical 
profession to recognize and diagnose the final stage (the death certificate stage) 
of most breast cancer in both its primary and secondary manifestations. The 
diagnosis at that stage is, and has been, in most cases, readily apparent. There 
is then no reason for assuming, except for old age, that changes in diagnosis or 
certification have affected the rates appreciably or offset gains. It thus would 
appear that the mortality rates, apart from those for old age, in the past 
20 years have not been influenced to any considerable extent by any factors, 
favourable or unfavourable, real or artificial. Incidentally, it may be inferred, 
too, that these recorded rates are a more reliable basis for deduction than are 
high survival rates in so-called stage I cancer. 

Questions raised in this regard appear to make further elaboration or 
clarification necessary. It has been maintained by some with faith in the high 
efficacy of early treatment that the lack of decline in mortality is due to the 
lack of any significant improvement in treatment methods (a lack which others 
do not admit). It is thought, however, that, without any improvement what- 
ever in treatment methods, other changes resulting in a greater proportion of 
earlier treatment should have reduced the rates—if such earlier treatment were 
effectual. Unfortunately, no completely satisfactory numerical assessment of 
such changes or their results is possible. The cancer clinics record only a 
questionable or, at most, a disappointingly small increase in the proportion of 
breast cancers presenting early or in stage I. (The present proportion of 
about one-third is not much more than the 25 per cent recorded in the 1934- 
1936 period.) It must be remembered, however, that diagnosis of stage of 
cancer is very much more susceptible to change, tangible and intangible, than 
is diagnosis of breast cancer at death. Even if complete figures were available, 
the instability of stage diagnosis would militate strongly against the credibility 
of any precise calculation of speeding-up of diagnosis and treatment. There 
are, however, many factors which should have operated effectually to that end. 
For that purpose, insistent propaganda and publicity have put very pointed 
and potent pressure on the public and on the profession. The progressive 
development of cancer clinics not only provided more and more readily 
accessible accommodation for early diagnosis but must have acted also as a 
stimulus in that direction. (It is not known definitely, of course, whether the 
increase in patients at the clinics was an increase in patients receiving attention 
or merely a shift from receiving attention under other auspices; it was probably 
the former.) The improved financial state of the people, with war, should 
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have assisted towards earlier diagnosis. The vast increase in the number of 
hospitalized patients to continuously full capacity, and with much quicker 
turnover, suggests at least greater opportunity for earlier diagnosis and treat- 
ment. There is some evidence, too, that these influences have had very con- 
siderable effect. The awakened interest of women is evident on every hand 
in women’s associations and societies throughout the Province, rural and 
urban. Certain clinics are embarrassed by the large attendance of women 
and find difficulty in coping with the increased numbers. Physicians, surgeons 
and gynaecologists frequently speak of the number now presenting themselves 
for examination for cancer; and, as noted, hospital beds have been filled, even 
beyond capacity since 1940. 

There seems to be no doubt whatever, then, that there has been a striking 
increase in women presenting for examination; and it would be inconceivable 
that chance or any other factor would have excluded, from that increase, its 
full proportion of early breast cancer. In view of the pressure for early diag- 
nosis and treatment under which the profession have laboured, then, it would be 
remarkable if there had not been sufficient speeding-up to reduce mortality to 
an appreciable extent without the aid of any improvement in treatment 
methods—if early treatment were effectual. The speeding-up may not have 
brought cases into some conjectural safety period of one day, one week, one 
month, two months, three months, or, how long? after the appearance of a 
lesion, but it would seem to have gone far and probably as far as could or can 
be hoped for, from a practical standpoint. If all the efforts and favourable 
circumstances had failed to achieve an appreciable increase in the proportion 
of early cases treated, that failure would be as disappointing as the failure of 
early treatment itself; that failure would indicate the impracticability and 
futility of such efforts in that direction. The supposition, however, does not 
appear compatible with general experience. 

One other objection has been raised—it is that, in any patient in whom a 
diagnosis of cancer has ever been made, and dying later from any other cause, 
even though there is no evidence of cancer at the time of death, the past 
history may colour the final diagnosis, and cancer be mentioned on the death 
certificate and given priority over other causes in the final tabulation. All 
that can be said in this regard is that where full details of deaths have been 
examined, it has not been found that this factor was operating to any significant 
extent. There is no reason why Ontario’s experience should be different in 
this regard. If it had been a significant factor, the increased examinations, 
with consequently greater numbers diagnosed as cancer, would have tended 
to increase the recorded mortality. It would then have been one of the 
several possible factors tending to hold the rates up and would thus be included 
in that group already mentioned and whose effects cannot be measured. 
There is, however, no evidence that it has played any such part. 

Everything considered, then, the failure to reduce mortality rates appears 
to be real and to be due to the failure of early treatment itself—a failure which, 


from a practical standpoint, is beyond the capacity of present-day methods to 
resolve. 
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EARLY vs. LATE DISSEMINATION 


It will be obvious that the evidence invalidating the too-sweeping claim 
that early treatment cures, or postpones or prevents death in much metasta- 
sizing breast cancer, similarly qualifies or, from a practical standpoint, largely 
invalidates the basic hypothesis that much of the dissemination of metastases 
to remote sites occurs after the recognizable appearance of the primary lesion. 
That working hypothesis was feasible enough in the more limited experience 
and knowledge of the past. But in the experience of the past 20 to 25 years 
it has been tested and found wanting. It is not tenable today. Any hypo- 
thesis which clashes so strongly with actual experience and fails in such a high 
degree of substantiation when subjected to test of performance under the most 
favourable conditions (early or stage I) cannot be considered sound or of 
practical applicability. 

An alternative hypothesis is, therefore, required. It is provided by the 
evidence which invalidates the first. It is that, in breast cancers that produce 
remote metastases, much or most of that dissemination occurs very early, 
possibly before the primary tumour has become manifest, probably before 
any tissue reaction might inhibit it. This hypothesis is not new; it has never 
been disproved nor entirely discarded. It is compatible with some survivals 
and some deaths in cancers of all stages not showing remote metastases at 
time of observation or treatment; with, as indicated, the not infrequent deaths 
from widespread metastases in spite of locally successful treatment of cancers 
of very short duration or classified as stage I; with metastases not developing 
in others in spite of very long duration and extensive local development. It 
is, in other words, compatible with experience; it clashes with no unequivocally 
established fact. It receives strong, indirect support from the fact that, of 
158 breast cancers presenting at the cancer clinics in 1947 and stated to be 
within the first three months of noticed onset, 85 or 53 per cent were classified as 
already advanced beyond stage I, while, of 166 lesions classified as stage I, 
55 per cent were over 3 months’ stated duration, 29 per cent over 6 months, 
19 per cent over 1 year and 12 or 7 per cent over 2 years. It is implicit in the 
conclusion to which Truscott, as already quoted, found himself forced in 
analysing deaths as well as survivals. It has the support of opinion of a 
number, admittedly the same minority, of high-ranking pathologists, phy- 
sicians and surgeons with whom it has been discussed. It explains, and is the 
only hypothesis that does fully explain, without qualifications or excuses, the 
failure of early treatment and hence the failure of the recorded mortality rates 
to show any decline in the past 20 years, in spite of all the propaganda, establish- 
ment of subsidized clinics throughout the Province, generally increased activity 
and possible modifications and extensions of treatment. However, in the 
present state of knowledge or lack of knowledge, the hypothesis must be left 
sufficiently elastic to allow for the possibility of some little dissemination via 
the blood-stream, subsequent, even late, to the appearance of the primary 
tumour, and, too, for development of metastasizing propensity in some previ- 
ously non-metastasizing tumours. 

It may or may not be pertinent to refer here to some infections with 
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metastatic lesions. In syphilis, for instance, the spread is so rapid that re- 
moval of the site well before the appearance of the primary chancre would not 
influence, in any way, the development of secondary or tertiary lues; in tubercu- 
losis, as meningitis is so largely associated with the very early infection rather 
than with the massive pulmonary lesions, removal of the latter, by lobectomy 
or pulmonectomy, would not reduce significantly the incidence of tuberculous 
meningitis. So it is with many, if not most, infections. Enough is not known, 
however, of the details of the mechanism of spread of either infection or 
cancer to indicate, beyond speculation, whether or not the same or similar 
factors are operative in both. The apparent similarities are striking. 

The admission of this hypothesis—that much or most of dissemination 
to remote sites occurs very early—would not call for any reduction or relaxation 
in treatment whatever. As differentiation in diagnosis cannot be made with 
certainty in the absence of demonstrable metastases; as the individual case may 
be one of a possible small minority to have only later remote spread; as the 
objectives of treatment are by no means confined to preventing deaths from 
remote metastases; and as the other objectives fully justify all treatment, 
there is no alternative today to treatment, as early and complete as possible; 
it is imperative. That must be emphasized. 

All speculation aside, holding all hypotheses within the inherent 
limitations of hypotheses—a follow-up study might be started with the hope 
that, when another 2 or 3 decades have passed, it would at least leave no 
shadow of doubt as to whether or not any improvement in combatting the 
mortality of breast cancer had been achieved. Under the diagnostic limi- 
tations of today, it is not likely that the mere collection and analyses of cases, 
survivals and deaths will provide a satisfactory or unequivocal answer; that 
has led, and can lead, only to confusion. Very much more would be required. 
Precisely what, though, could only come to light through constant, current 
study and correlation of all pertinent information—in other words, in the 
evolution of the study and of knowledge of cancer. Personnel for full and 
unbiased investigation, from every angle, would be the first essential require- 
ment. Given that, with adequate facilities, co-operation and support, a study 
could develop so that not only an accurate evaluation of all methods of treat- 
ment might be obtained but also fundamental facts of the natural history of 
breast cancer(s) and of their pathology—still far from complete. 


SUMMARY 


Following a marked and certainly fictitious rise in the early 1920’s, the 
mortality rates for cancer of the breast (female), as officially recorded, in the 
20-29, 30-39, 40-49, 50-59 and 60-69 age groups show a strong tendency to hold 
near the level reached then. In none is there any suggestion of any decline. 

The maintenance of near levels indicates that all forces, if any, tending to 
reduce the rates in the last 20 to 25 years in all these age groups were approxi- 
mately equalled and offset by all forces, if any, tending to increase the rates, 
artificially or otherwise. 

The near balance of all the forces in all these age groups over this time is 








268 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 40 


so far from what might have been anticipated that further examination of the 
situation is indicated. 

Lacking all essential, factual desiderata to measure any or all forces which 
may have influenced the rate in either direction, recourse is had instead to 
scrutinizing the basis for anticipating any decline. 

The claim that early treatment can greatly reduce mortality is based on 
the belief that a large part of dissemination of blood-borne, remote metastases 
occurs subsequent to the recognizable appearance of the primary lesion. 

Conflicting evidence and lack of unanimity leave no method of treatment 
unequivocally established as superior.to others and thus suggest that none has 
been fully evaluated. 

High survivals in stage I compared with other stages are usually in- 
terpreted as conclusive evidence of the high efficacy of early treatment and as 
confirming the hypothesis that much dissemination to remote sites occurs 
subsequent to the early developmental stage of the primary lesion. 

It has been shown that differentiation between metastasizing and non- 
metastasizing tumours on morphological grounds, in the absence of metastases, 
is, at best, fraught with uncertainty, and that part or all of the reported excess 
of survivals in stage I may be explained on the basis of inevitable limitations 
in diagnosis and subsequent observation. 

Deaths from remote metastases, in spite of early and locally successful 
treatment, provide indisputable evidence to that extent of fallacy in the broad 
claim that early treatment cures. 

As death in cancer of the breast, treated or untreated, is, in the main, due 
to widespread metastases, and as treatment of the early lesion has no effect 
on metastases already disseminated, there is no basis for assuming that treat- 
ment of the early lesion would significantly postpone, where it does not prevent, 
death. 

The evidence today thus largely invalidates the claim that early treatment 
materially affects mortality, and, from a practical standpoint, similarly 
invalidates the hypothesis on which that claim is based—that much dissemi- 
nation occurs after the recognizable appearance of the primary lesion. 

The most reasonable alternative hypothesis presenting itself is that much 
or most of remote, blood-borne spread occurs very early, possibly before the 
primary lesion becomes manifest, probably before any tissue reaction might 
inhibit it. 

This hypothesis is compatible with all we actually know about cancer, 
with all incontrovertibly established facts; it clashes with none. 

The admission of this hypothesis would not call for any reduction in 
treatment whatever; early and complete treatment is still imperative. 

As any hypothesis, however compatible with experience and seemingly 
well-founded, still has the inherent limitations of all hypotheses, the need is 
obvious for follow-up study of much wider scope than the collection and 


‘analyses of cases, survivals and deaths, in order to derive, if possible, irrefutable 
facts. 





We must express our thanks to those who were kind enough to read a preliminary draft 
of this note and assisted greatly by their advice and concurrence or disagreement and criticism. 
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ADDENDUM 


After the manuscript was sent to press our attention was kindly drawn to 
another paper to which this note (from a different approach and by no means 
implying any wide acquaintance with or extensive review of the literature) 
can be considered complementary. From its source, subject, basis and author- 
ship, to say nothing of its superior quality, this reference carries high signifi- 
cance. The following short quotations appear singularly apropos of tenets 
presented above. — 

Page 349: 

“We have a feeling of great uncertainty as to whether or not the biological 
characteristics of a malignant growth can be prognosticated from an objective 
histological examination. An example of the futility of such conjectures in 
our present state of knowledge may be observed in two cases of this series. 
In one, the tumor was small and had existed for forty years before operation, 
after which the patient lived for many years. In the other, the tumor was very 
large and had been present for less than three months. Following operation 
the patient died from generalized metastases within six months. However, 
both tumors were infiltrating scirrhous carcinomata indistinguishable in their 
microscopical pattern.” 

Page 382: 

“On the other hand, in spite of the early treatment in the three-months or 
less group a large percentage die with metastases within three years. Thus 
the type of tumor from a histological as well as a biological standpoint plays 
in our present state of knowledge an indeterminable role.” 

Page 400: 

“The conclusion that the large majority of patients affected with carcinoma 
of the breast will succumb to this disease is therefore unquestionably warranted. 
We also feel that this study establishes the fact that a large number of patients 
are free from clinical cancer for a varying number of years following operation, 
but whether or not a patient is ever completely cured (in the pathologic sense) 
of carcinoma is open to question. Undoubtedly, if operated upon properly 
the condition may be cured locally, and that is the only point for which the 
surgeon must hold himself responsible.” 


*Lewis, Dean, M.D., and Rienhoff, William Francis, Jr., M:D.: A Study of the Results 
of Operations for the Cure of Cancer of the Breast. (Performed at the Johns Hopkins Hospital 
from 1889 to 1931.) Annals of Surgery, 1932, 95: 336. 








































Confusion and Stupidity in Nutrition Education 


E. W. MCHENRY 
Department of Public Health Nutrition, University of Toronto 


|b renee the past few months members of our department have studied the 
food habits of children in six public schools in various parts of the Greater 
Toronto area. Our statistical friends would tell us that this is a small sample and 
inadequate for the drawing of conclusions. That would be true if results from 
the six schools were quite different from one another and if they were different 
from observations made on children in seven other provinces. The striking 
similarity of all recent data on the food habits of children gives us a clear picture 
of a nutrition problem and of the reason for its existence. 
This nutrition problem can be described simply. From one-third to one-half 
of public school children are living on daily food supplies which consist of 
one cup or glass of milk, 
a generous serving of meat, 
a serving of potatoes, ! 
sometimes, but not always, one other vegetable, 
three or four slices of bread, 
a piece of pie, 
a piece or more of cake, 
a bottle of soft drink, and 
a liberal amount of candy. 
We are told repeatedly that the reason for the existence of this problem is 
economic, that mothers can’t afford to buy healthful foods for children. Every 
study done by us in the past two years has shown a generous use of meat despite 
its high price. I point out to you that suitable alterations in the present unwise 
use of foods could be made without increase in cost. The soft drink could be dis- 
continued and the money saved could be spent for milk. An orange could take 
the place of a piece of pie. Just one cent not spent on candy could supply 400 units 
of vitamin D. In one large school we found that three-fourths of the children were 
getting very poor breakfasts. This is not a new observation, since similar findings 
resulted from a study made several years ago by officers of the Ontario Depart- 
ment of Education. Somewhat similar findings accrued from a survey in two 
Hamilton schools. All of this evidence indicates the nature, if not the cause, of 
one major nutrition problem in Ontario, that many children are not healthfully 
fed. 
There are other nutrition problems in Ontario. We can assume on the basis 
of some definite evidence that about one-sixth of adults are overweight. As New- 
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burgh pointed out several years ago, there is only one reason why people are 
overweight: they eat more than they need. It is hardly necessary to state that 
definite overweight is harmful and that it decreases life expectancy. 

During the past six months we have had an opportunity to examine the food 
intakes of pregnant women attending two pre-natal clinics in Toronto. Since the 
study of Ebbs, Tisdall and Scott on the value of adequate nutrition in pregnancy, 
there has been considerable publicity in Toronto about the use of good foods by 
expectant mothers. The recent observations showed that, in the larger clinic, 
three-fifths of the women were using insufficient milk, only half were taking 
vitamin D regularly, and half of them were eating small amounts of fruit, par- 
ticularly citrus. Most of the women were getting generous amounts of sweet foods 
and of meat, a food more expensive than any of those being neglected. 

I have pointed out three nutrition problems for which we have evidence; 
they are not the only ones. It could be noted, for example, that the supply of 
iodine is still not satisfactory. Only half of the table salt used in Ontario is 
iodized and it is the only satisfactory available source of iodine in this province. 

If we go back over the evidence regarding food habits, we find a situation 
which is applicable to children, adults, and to pregnant women. Enough food is 
being eaten but considerable of it is the wrong kind. The foods used by prefer- 
ence are not the cheap ones nor are the neglected ones expensive. It is our impres- 
sion that people in Ontario choose to eat generous amounts of meat; meats have 
not been cheap in the last few years. Meat has more than trebled in price since 
1939. Soft drinks, candy, pastry and cake are not cheap foods, especially when 
the nutritive value is considered. Several of the neglected foods, milk, citrus 
fruits, are remarkably cheap at present price levels; they are only half again as 
expensive as they were in 1939 while on the average foods in general have 
doubled in price. It is easily possible to find repeated pieces of evidence that the 
major cause for the unwise choice of foods is not economic. The amount of vita- 
min D needed by children and by pregnant women, 400 units a day, costs one 
cent. Thirty cents would provide a-child with his supply of vitamin D for a month; 
large numbers of children are not getting an essential which could be bought 
with one-twentieth of the allowance paid by the Dominion Government. 

I have studied nutrition conditions in Ontario, and especially in the Toronto 
area, for fifteen years. From that experience I point out to you that, in my 
opinion, the principal reason for poor choice of food is that a considerable section 
of the population either does not know which foods should be used or doesn’t 
care. Why do large numbers of children come to school with skimpy or no break- 
fasts? It is not due to lack of food which could be purchased and prepared. I 
suspect it is due to a failure of mothers to get up in time to prepare breakfast 
and to see that children have breakfast before they start for school. The $64 
question in health education, including nutrition, is what can be done to make 
people care. This question applies to more than health; when an election is held 
about one-third of the voters are sufficiently interested or sufficiently energetic 
to go to the polling booth. 

At this point it is probably in your mind that nutrition education has been 
in progress for a good many years in Ontario and that it has failed to accomplish 
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very much. It is my opinion that nutrition education has not yet been intelli- 
gently and adequately tried in Ontario and I propose to give the reasons for mak- 
ing that statement. 

Nutrition education not only has to overcome inertia; it has to compete with 
high-pressure advertising with regard to some foods at least. So far as many 
children are concerned, milk is in competition with soft drinks. The beverage 
companies spend a great deal of money in advertising. It is almost impossible to 
drive any distance without seeing an attractive bill-board urging people to drink 
a brand of pop. How many bill-boards about milk have you seen? It is probably 
impossible to find out how much money is involved but I would bet that the 
amount spent on advertising soft drinks in Ontario is many times the total spent 
by all agencies on nutrition education. 

It is the general impression that it is easier to educate children than adults 
and this assumption is commonly made with regard to nutrition education. Im- 
provement in nutrition depends upon the use of the right foods. Adults use foods 
that fit in with long-established and fairly rigid habits. Children are forming food 
habits. There is some sense, then, in thinking that nutrition education can be more 
effective with children. What sort of nutrition education is being supplied to chil- 
dren in Ontario? In schools in which home economics is taught, a considerable 
amount of nutrition education can be assumed. What about elementary school 
children generally? Presumably nutrition is part of the course in health which is 
compulsory in all grades of elementary schools. How serious is the effort in health 
education? So far as I know, there is not one teacher training institution in 
Ontario which has on its staff a well-trained specialist in health. We cannot 
assume that any real effort in health education, including nutrition, will be made 
in Ontario schools until teachers are trained to teach health. At present teachers 
are handicapped in at least three respects: lack of basic information, lack of 
knowledge about effective procedures, and insufficient teaching aids. 

It can be said that a number of agencies, official and private, have been mak- 
ing efforts in nutrition education. It is useful to critically examine the work which 
has been in progress and I propose to consider various aspects of it. 

Whenever people interested in nutrition education get together to talk about 
it, they immediately begin to discuss material, meaning booklets, posters, films 
and so on. In annual reports, agencies acquire credit for issuing so many pieces 
of material in the past year. How often does any one consider whether the 
material accomplishes anything? Does it indeed do harm? Last fall the Ontario 
Nutrition Coordinating Committee made a study. of the use of nutrition material 
in the province. At that time over 150 different pieces of material were in use 
and the general picture was one of confusion and contradiction. Which leaflet of 
several contradictory ones should the recipient believe? Even in simple affairs 
like the amount of milk for children there are divergent advices. We can hardly 
blame the public if none of the material is taken seriously. 

The motive generally used in nutrition education is the moral one: do this 
because you should. To a less extent fear is employed. In this respect, and in 
others, we could learn a lesson from the pop people. It might be more effective 
to point out that healthy people are more likely to be happy, that ill-health is a 
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dismal affair, except for neurotics, and that eating healthful foods is enjoyable. 
The basic advice which has been used for some years has been called “Canada’s 
Food Rules”. We can seriously doubt whether that name encourages people to 
follow the advice; the word “rule” is a discouraging one to most persons. 

It has been said that the general level of intelligence is sixth grade although 
I have heard in recent weeks a statement to the effect that the level has been 
raised in Ontario to seventh grade in the past few years. There is a limit to what 
most people can grasp in one operation. What we have been attempting in nutri- 
tion education is the whole bag of tricks in one fell swoop. We present Canada’s 
Food Rules and say go to it. A lesson can be learned from successful commercial 
advertising in which a simple message is driven home by repetition. We can also 
learn from ordinary educational procedures as practised in schools. Education 
is a step-wise process involving a little bit at a time. 

Let me describe the situation in nutrition education as I see it. In comparison 
to the size of the population a very few people have been trying to do something 
to improve nutrition. They have been supplied with pitifully small amounts of 
funds. Using these small resources they have employed commonly recommended 
techniques of generally little effectiveness. Booklets have been prepared and dis- 
tributed but seldom read. The public has been urged to change eating habits 
because of a moral motive which is actually unpopular. Those of us concerned 
with nutrition education have further nullified our efforts by giving discordant 
information and advice. Some of this advice has been unnecessary. All recent 
studies in Ontario have shown that people eat generous amounts of meat; why 
advise them to do something they are already doing? 

I have pointed out some of the faults and shortcomings of present nutrition 
education efforts for which I am as much to blame as anyone else. There is no 
point in finding fault for the fun of doing so. Lessons can be learned and methods 
can be improved. I propose to point out some suggestions for bettering nutrition 
education. 

The first obvious lesson is that those of us who are interested in nutrition 
education should get together and agree to tell the same story. We could start, 
for example, with recommendations about the use of milk. There is no reason 
why mothers should be urged to give children one pint of milk by some of us 
and a quart by others. Agreeing to give the same advice would prevent confusion 
and contradiction and would make our efforts much more effective. The public 
might be inclined to take our advice more seriously. 

A second lesson is to be simple and definite. Those of us who guide nutrition 
education need to remember that information which is simple to us is compli- 
cated to those who lack familiarity with the subject. Milk could be used as an 
illustration. Bones are growing in children and in adolescents. The growing bones 
need calcium, phosphorus and vitamin D. We do not need to worry the public 
with guesses as to the amount of calcium which is required; how many people 
can comprehend the meaning of 0.7 grams of calcium? We should say that milk 
is the most convenient food source of calcium and that young children need at 
least one pint a day. There is another aspect to the question of simplicity and that 
is to not attempt too much at one time. 
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The third lesson which I wish to present is that of concentration. I have 
previously pointed out that there are comparatively few people engaged in nutri- 
tion education and that relatively little money is available. Why waste our time 
and money by spreading our efforts very thinly over every possible endeavour? 
Suppose that we choose one problem and make a coordinated attack upon it. In 
selecting the problem we could select one where the effort might be most produc- 
tive. I suggest a concentrated effort to improve the nutrition of children. That 
does not mean that we should devote our efforts to children alone because at least 
two lines of approach will be necessary: we must make the children want to eat 
healthful foods and we must endeavour to persuade parents to supply these foods. 
The suggested program does not mean that everyone involved in nutrition edu- 
cation must do the same job but it does mean that everyone would give the same 
advice and would concentrate their efforts toward the same goal. I am suggesting 
that we should get together to improve the nutrition of children in Ontario by 
every possible approach. The class-room teacher and the school nurse could do 
their best to encourage children to want the best foods. Health nurses during 
home visits and Women’s Institutes could give similar advice to mothers on how 
to feed children. The dentist could help both with children and parents. Every 
agency that could help could be employed usefully. We should be able to persuade 
the family doctor to give the same advice. 

Concentration of effort carries another implication. It implies that we should 
put emphasis on foods which are likely to be neglected most often and that we 
should not waste effort by urging consumption of a food which is sure to be 
eaten. So far as we can tell, meat is used generously in Ontario; it need not be 
advocated. We know that a large number of children are getting insufficient milk 
and that a still larger number are having no vitamin D. Both are essentials for 
children and both need emphasis. We know that sweet foods are used much too 
generously and that money spent on them could be better utilized. For the best 
results we need to concentrate our efforts on things that need doing. 

Perhaps some of us may feel pessimistic and discouraged from time to time. 
Education is a slow business. The workers are few and the need is great. I think 
we might remember that a succession of drops of water, each hitting the same 
spot, gradually wear away the stone. The lesson of the water drops is that the 
repetition of a simple process, concentrated on one spot, eventually gives results. 
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MARGARINE 


N 1869 a French chemist, Mege-Mouriez, described the production of 
oleomargarine, a food which he had developed as a low-cost spread for use 
by poor families. The process was patented in the United States in 1873. 
From that time until 1914, beef fat was the principal ingredient; during the 
first World War the use of vegetable oils was begun and they are now employed 
in North America for the preparation of margarine. In view of the contro- 
versary over the colour of margarine it is interesting that the name was derived 
from the Greek word for pearl; the name was invented to describe the appear- 
ance of the original product. 

The controversary about margarine, now waged for many years, brought 
forth several criticisms of the nutritive value of the product. 

1. It was stated that the fats in margarine are not well absorbed. Careful 
investigations have shown that this criticism is not true. It could be advanced, 
with as much justification, against shortenings made from hardened vegetable 
oils which have been legal and which have been in widespread use for years. 

2. Originally, margarine was devoid of vitamin A. The incorporation of 
that vitamin is compulsory in Great Britain and is standard practice in Canada 
and in the United States. Vitamin D is sometimes added. The vitamin A 
content of butter is variable, that of winter butter being generally small. The 
vitamin A content of margarine is constant and equals that of the best butter. 

3. In the past few years it has been claimed that butter contains a previ- 
ously unknown constituent which makes it superior to margarine. One such 
constituent has been said to be vaccinic acid. The usefulness of vaccinic acid 
or of any other substance peculiar to butter has not been established. 

The claims which have been made against margarine on the basis of 
nutritive value have been shown to be without scientific foundation and are 
now not advanced by even the most vigorous opponents of the product. 

There is a very real situation with regard to margarine from the aspect of 
practical nutrition. The cost of food is an important factor in determining 
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food use. If people have difficulty in purchasing adequate amounts of the 
foods necessary for health, there can be only one result. With food costs at 
present levels, low-income families have trouble in obtaining an optimal 
supply of food. Butter is used in Canada principally to make bread palatable 
and most Canadians will not eat bread without butter or a similar spread. 
Bread is, and must be, a staple and major item in the food intakes of low- 
income families. Availability of margarine at about one-half the price of 
butter is of assistance to a great many Canadians. The money saved in the 
purchase of margarine can be used for the purchase of needed amounts of milk 
and of other essential foods. At present price levels it is possible to purchase 
one pound of margarine and a pint and a half of milk for the cost of one pound 
of butter. Such a substitution would help to improve the nutrition of many 
Canadian families. 

Canadian production of butter has not been sufficient to meet needs in 
any year inthe past ten. During the past winter, for example, it was necessary 
for the Government to import butter from a country in which the people were 
being restricted to the use of margarine to make available butter for export. 
Not only can the Canadian production of margarine help low-income families 
to make ends meet, but it can also help in bridging the gap in the supply of 
butter, a gap which necessitated rationing during the latter part of the war. 

Discrimination against a food which has been shown to be wholesome 
and which is a useful adjunct to ordinary supplies is difficult to defend. Re- 
strictive legislation introduced in several provinces to curtail the use of mar- 
garine has no nutritional or health justification. 
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British Columbia 

Tue ANNUAL institute refresher course for 
public health workers in British Columbia 
was held in Victoria from April 19-22. 
Approximately 200 public health personnel 
from all parts of the Province attended. The 
guest speaker was Dr. Ernest L. Stebbins, 
M.P.H., Dean of the School of Public Health 
at Johns Hopkins University. Other speakers 
included Dr. G. F. Amyot, Deputy Minister 
of Health; Dr. J. M. Hershey, Commissioner 
of Hospital Insurance; and Dr. Donald 
Paterson, Director of the Health Centre for 
Children, Vancouver. 

Dr. J. L. M. Wauirtsreap, D.P.H., has 
joined the staff of the Provincial Department 
of Health and Welfare and has been ap- 
pointed medical director of the Trail Health 
Unit. Dr. Whitbread received the degree of 
M.D. from the University of Manitoba and 
the Diploma in Public Health from the Uni- 
versity of London. For ten years he served 
with the Indian Medical Service, attaining 
the rank of Lt.-Colonel. With this appoint- 
ment, of the 18 proposed health units in 
British Columbia, 9 are now operating with 
a full-time medical director. 

THe North OKANAGAN HEALTH UNIT 
officially opened its new headquarters office 
in Vernon on May 12th. The remodelled 
courthouse now provides accommodation for 
both health and welfare offices. The Hon. 
E. C. Carson, Minister of Public Works, 
officially opened the building, and Dr. G. F. 
Amyot, Deputy Minister of Health, was the 
guest speaker. The building provides excel- 
lent office and clinic space and is equipped 
with a laboratory and dark-room. 

Dr. H. K. Kennepy, a graduate of the 
University of Manitoba, has joined the staff 
of the Provincial Health Department, and 
will relieve health unit directors during 
summer vacations, following which he will 
take the course leading to the Diploma in 
Public Health at the University of Toronto. 

Dr. J. A. Taytor, Director of Health 
Units, and Dr. George Elliot, Assistant Pro- 
vincial Health Officer, are attending the 
meeting of the Western Branch of the 
American Public Health Association in Los 
Angeles, while Dr. T. H. Patterson, Director 


of the Cariboo Health Unit, and Dr. G. F. 
Amyot, Deputy Minister of Health, will 
attend the meeting of the Canadian Public 
Health Association in Halifax. 


Alberta 

Dr. E. Burrorp WEEKS, medical officer of 
the Red Deer Health Unit, has accepted a 
position as malariologist with the World 
Health Organization. He expects to serve in 
India as chief of a malaria control demon- 
stration team. 

Dr. CHartes More, Stettler Health Unit, 
has been appointed medical officer for the 
Red Deer Health Unit, in succession to Dr. 
Weeks. Dr. More will assume his appoint- 
ment at Red Deer in June. 

Miss Otive Goopwin, formerly of the 
Two Hills Health Unit, has joined the staff 
of the Red Deer Health Unit. 

CoNsTRUCTION is approaching completion 
on the new building to house the Southern 
Alberta Branch of the Provincial Labora- 
tory. This building, being constructed on the 
grounds of the Central Alberta Sanatorium, 
will serve as a pathological and laboratory 
section for the Sanatorium in addition to 
carrying out the general laboratory work of 
the southern half of the Province. This 
development will provide Provincial Labora- 
tory services to the practising physicians and 
the hospitals of southern Alberta more 
directly than in past years. The main portion 
of the building is 30 feet by 150 feet, and the 
central portion is carried back 40 feet, giving 
floor space of 30 feet by 190 feet. 

Miss Giapys CarveTH, a graduate of the 
Royal Alexandra Hospital in 1948, is now 
stationed at Whitemud Creek. 

Miss Wirma Enr Dovyte, a graduate of 
the Toronto General Hospital, 1946, became 
a member of the Provincial staff last January 
and is stationed at Maloy. Miss Doyle spent 
some time relieving at a Red Cross Outpost 
in Ontario and has done private duty nurs- 
ing. She is a graduate in public health of the 
University of Alberta. 

Miss Rut Incrip EbEEn, a graduate of 
the Calgary General Hospital in 1947, joined 
the staff of the Nursing Branch in January. 

Miss June Pottey, who has served the 
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people of Foremost and district so satis- 
factorily during the past eighteen months, 
has been obliged to resign because of illness 
in her home. 

Miss Giapys G. Hutcuines has resigned 
from the Wheatland Health Unit and will be 
married shortly. 

Miss Laura Attrux of the District Nurs- 
ing staff is in New York visiting the 
Maternity Centre Association, School of 
Midwifery. Later she will visit the Frontier 
Nursing Service, Graduate School of Mid- 
wifery, with headquarters at Wendover, 
Kentucky. 

Mr. Geratp L. Watson of Raymond has 
been appointed plumbing and sanitary in- 
spector, with headquarters at Lethbridge. 
Mr. Watson served in the R.C.A.F. for five 
years. 


Saskatchewan 

Mr. CurIsTIAN SMi1TH, Director of Health 
Education with the Saskatchewan Depart- 
ment of Public Health, recently resigned to 
join the staff of the National Committee for 
Mental Hygiene in Toronto. 

Dr. H. S. Doye, who during his period 
of employment in Saskatchewan has headed 
the Divisions of Venereal Disease Control, 
Communicable Disease Control, and Regional 
Health Services in the Department of Public 
Health, has left the Province to become 
assistant medical superintendent of the 
Toronto General Hospital. 

Dr. G. E. Wrivz, formerly with the Health 
Services Planning Commission, left at the 
end of April for Ottawa, where he will be 
assistant to Dr. F. W. Jackson, Director of 
Health Insurance Studies, Department of 
National Health and Welfare. 

Tue HEALTH SERVICES program for social 
aid cases in the Province of Saskatchewan 
has recently been transferred from the De- 
partment of Social Welfare to the Medical 
Services Division of the Health Services 
Planning Commission. 


Manitoba 

CarMAN Memortat Hospitat was offi- 
cially opened May 5th by the Hon. R. F. 
McWilliams, K.C., Lieutenant Governor of 
Manitoba. The sixth hospital to be opened 
under the Manitoba Health Plan, it will be 
the largest new rural hospital in operation. 
Completely equipped with operating rooms 
and a maternity wing, the hospital was built 
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at a cost of $175,000. The Dominion-Pro- 
vincial government grant provided $90,000 
and $3,000 was made available by the Mani- 
toba Pool Elevators. It has a bed capacity 
of 43, with 11 cubicles for infants, and will 
serve over 12,000 people in Carman, Dufferin 
municipality, and part of the municipalities 
of Grey, Thompson, Roland, and Macdonald. 
The equipment of the new medical unit in- 
cludes an iron lung, an incubator for pre- 
mature babies, an X-ray machine, and a small 
laboratory. Safety devices, such as explosion- 
proof fittings for operating room plugs, and 
fire screens and doors, have been installed 
throughout the two-storey building. Space in 
the basement has been designed for possible 
use by a public health unit. Five doctors 
staff the new hospital: Dr. E. K. Cunning- 
ham and Dr. H. C. North of Carman; Dr. 
W. V. Edwards, Roland; Dr. C. Blight, 
Miami; and Dr. G. C. Ellias, Elm Creek. 
Miss E. DuBedat, matron, heads a staff of 
sixteen nurses. 

Manitospa Pusitic HEALTH Nurses held 
their annual conference April 18-20 in Win- 
nipeg, in conjunction with the annual meet- 
ing of the Manitoba Registered Nurses 
Association. Dr. R. L. Cooke discussed the 
problems of orthopaedic nursing and special 
demonstrations of orthopaedic nursing were 
held. 

THE ANNUAL CONFERENCE of Medical 
Directors was held in Winnipeg April 18-23. 
Twelve medical directors from Manitoba’s 
local health units attended the five-day ses- 
sion which this year included a refresher 
course for general practitioners from rural 
areas. The conference was officially opened 
by the Hon. Ivan Schultz, Minister of Health 
and Public Welfare for Manitoba. Amend- 
ments to four Manitoba statutes were dis- 
cussed by delegates, led by Dr. C. R. Dono- 
van, Deputy Minister of Health and Public 
Welfare. These amendments included changes 
in the Public Health Act, the Marriage Act, 
the Mental Diseases Act, and the Health 
Services Act, and their effect upon the duties 
of health officers. Dr. M. R. Elliott, Chair- 
man of the meeting, pointed out that, under 
the Manitoba Health Plan, 13 full-time local 
health units are now in operation. These 
units serve over 240,000 people, or about 
one-half the rural population exclusive of 
Greater Winnipeg, in the field of preventive 
medicine and public health. Each unit is 
staffed with a medical director, public health 
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nurses, and sanitary inspectors, with the ex- 
ception of the Red River unit which, at the 
present time, has no medical director. 

Miss Marcaret E. Nix, Director of 
Health and Welfare Education, has left for 
Newfoundland as part of a special health 
team set up by the Dominion Government for 
the purpose of studying health and welfare in 
Canada’s tenth province. A graduate in Arts 
from the University of Manitoba, Miss Nix 
obtained the Master in Public Health degree 
at the University of Michigan. She has been 
Director of Health and Welfare Education 
for the Manitoba Department of Health and 
Public Welfare since 1944. Miss Nix is the 
only provincial public health worker ap- 
pointed to the Newfoundland health survey 
group. She will be in Newfoundland about a 
month. 

Miss KATHERINE MACLAGGAN, public 
health nurse from New Brunswick, spent 
two weeks of May in Manitoba with the 
provincial Bureau of Health and Welfare 
Education. Miss MacLaggan was sent to 
Manitoba because of New Brunswick’s in- 
terest in developing health education in the 
near future. A graduate in public health 
nursing from McGill University in 1944, 
Miss MacLaggan has held positions with the 
Provincial Department of Health and Social 
Services in New Brunswick and the Royal 
Victoria Hospital in Montreal. She plans to 
visit the State health department in Iowa as 
well as departments in other western Cana- 
dian provinces before returning to New 
Brunswick. 

Miss SHIRLEY JOHNSON has completed her 
course in public health at the School of 
Hygiene, University of Toronto, where she 
has been working for the past year towards 
the Certificate in Public Health. Miss John- 
son will return to Manitoba to take a posi- 
tion in the Provincial Laboratory. 


Ontario 

Tue New HeattH Unir in Wellington 
County will receive approximately $15,000 
from the National Health Grants to help 
meet the cost of its operation during the first 
nine months. This unit, organized last July, 
now has a full-time medical officer with 
special training in public health, four public 
health nurses, a sanitary inspector, and office 
staff. It provides general public health ser- 
vices for about 34,000 people throughout the 
county of Wellington, except for the city of 
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Guelph. It is expected that the grant will be 
continued on a larger scale to meet costs of 
operation in the current year. 

QuEEN’s University, Kingston, and the 
University of Western Ontario, London, 
have been awarded assistance from the 
National Health Grants to finance more ex- 
tensive training in child psychiatry and to 
develop studies in the social aspects of cer- 
tain mental disorders. The work at Queen’s 
has been under way for several months. At 
Western an organization is being set up 
within the department of clinical preventive 
medicine to study the social and environ- 
mental aspects of various illnesses in which 
the organic factors appear to be only part 
of the cause. Peptic ulcer and high blood 
pressure are two of the ailments which will 
receive special attention. The work will be 
directed by Dr. G. E. Hobbs, Professor of 
Clinical Preventive Medicine in Western’s 
medical faculty. 

THe Many Frienps or Dr. James Craigie, 
formerly of the Connaught Medical Research 
Laboratories, will be pleased to learn that he 
has been named director of the Imperial Can- 
cer Research Laboratory, London, England, 
succeeding Professor Gye. 


Quebec 

A Srx-Fotp Extension of the provincial 
venereal-disease control program has been 
announced. Free treatment will be provided 
at venereal-disease clinics throughout the 
province and there will be free distribution 
of penicillin for the treatment of syphilis and 
gonorrhoea, the latter only in the case of 
indigents. Physicians in areas without clinics 
will also be paid for the diagnosis and treat- 
ment of indigent syphilitic patients. Another 
feature is the improvement and extension of 
laboratory control services. The remaining 
aspects of the plan include the payment of the 
salary of an assistant clinician at the V.D. 
clinic of the Hotel-Dieu Hospital, Quebec 
City, to assist Dr. Emile Gaumond, director ; 
and stepped-up informational measures to 
keep clinicians through the province abreast 
of the latest developments in this field. 
Responsible for the planning were Dr. G. 
Choquette and Dr. D. Beaulieu, joint 
directors of the Venereal Disease Control 
Division of the Quebec Ministry of Health, 
and Dr. Jules Archambault, consultant in 
syphilis therapy and laboratory procedures. 

Dr. CHartes Demers has been appointed 
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medical officer of health of the Yamaska 
Health Unit, succeeding Dr. L. P. Robert, 
who resigned as of May Ist. 

ONE VETERINARIAN has resigned, and two 
veterinarians and three sanitarians have been 
appointed in various county health units. 
Two public health nurses have resigned and 
nineteen public health nurses have been ap- 
pointed within the last three months. 


New Brunswick 

New Brunswick schools are able to re- 
port greatly improved conditions as a result 
of the expanding program of school lunches 
which have been in vogue in the province for 
the last two years, with special emphasis on 
several counties. At a recent meeting of the 
School Lunch Committee, made up of repre- 
sentatives of several departments of the Pro- 
vincial Government and of the Red Cross 
Society, the encouraging results of the pro- 
gram were discussed with enthusiasm. School 
teachers’ reports showed that there was a 
decided drop in absenteeism, increased alert- 
ness on the part of the pupils, and a general 
improvement of health at the schools par- 
ticipating in the hot-lunch project. The 
committee meets twice a year to formulate 
policies. Three active field workers are con- 
centrating their efforts on the rural schools. 
Two are staff nutritionists of the Depart- 
ment of Health—Miss Florence Swan and 
Miss Madeleine Vezina. The third is Miss 
Ruth Leeman, New Brunswick Red Cross 
nutritionist. 

THe Semi-ANNUAL CONFERENCE of the 
District Medical Health Officers of New 
Brunswick was held in Fredericton and con- 
siderable ground was covered in the two-day 
sessions. Subjects dealt -with were industrial 
surveys, rehabilitation of tuberculosis patients 
in relation to home conditions, the pro- 
vincial health survey, progress in health unit 
planning, serum depots, immunization and 
vaccination. The members of the New Bruns- 
wick Public Health Nursing Service also 
met recently and took up problems in con- 
nection with their work. This was a four-day 
meeting and the group meets twice a year. 
Internal and policy matters were the more 
pressing subjects studied. 

A NEW DIVISION has been set up in the 
New Brunswick Department of Health and 
Dr. Ruth McDougall, B.A., D.P.H., has been 
appointed its director. The new division is 
that of Maternal and Child Health Services. 
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The Nutrition Services has been merged with 
the new division as much of the work of the 
Provincial Nutritionists deals with children 
in the field. On May Ist of this year, Dr. 
McDougall took over her new duties in the 
Province, going there from Manitoba where 
she had been medical health officer at the 
Red River Health Unit. 

Dr. H. ArtHur Birp, graduate of Dal- 
housie University Medical School, has been 
appointed assistant director of the New 
Brunswick Bureau of Laboratories. 

Dr. R. S. Lancstroru, having completed 
his course and obtained the Diploma in Den- 
tal Public Health at the School of Hygiene, 
University of Toronto, has assumed his 
duties in Fredericton as Director of Dental 
Health Services. 

AN EARLY ANNOUNCEMENT of the suc- 
cessor to Dr. D. F. W. Porter, Provincial 
Director of Hospital Services, whose resig- 
nation has been accepted, is expected in New 
Brunswick medical circles. Dr. Porter, 
whose administrative experience in private 
and army practice was of great assistance in 
the advancement of the provincial health 
program in the past two years, is taking 
up professional work elsewhere. 


Nova Scotia 

Two NEW HOSPITALS will be constructed 
and an extension added to a third with the 
assistance of Federal construction grants. 
The largest single allocation is for the Col- 
chester County Hospital, Truro, which is 
increasing its capacity by 60 beds from 35 
beds. The Victoria County Memorial Hos- 
pital, Baddeck, and the St. Mary’s Memorial 
Hospital, Shelburne, are designed to accom- 
modate 35 beds and 13 beds respectively. 


Prince Edward Island 

A HEALTH CENTRE in Charlottetown will 
be assisted by a Federal grant of $5,000. The 
centre will provide preventive, diagnostic and 
treatment facilities, but no hospital beds. It 
will contain office space for provincial health 
administrators and will serve about 15,000 
people in Charlottetown and vicinity. 


Newfoundland 

Tue ENTRY of Newfoundland into Con- 
federation has made the new Province 
eligible for its share of the various Federal 
health grants. These grants are apportioned 
on the basis of an estimated population of 
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331,000 as at June 1, 1948. Funds which may 
be granted for the general development of 
public health in Newfoundland are distri- 
buted among the various grants as follows: 
health survey, $19,779; hospital construction, 
$354,629; general public health, $132,400; 
tuberculosis control, $176,614; mental health, 
$122,171; venereal disease control, $15,944; 
professional training, $15,944; crippled chil- 
dren, $15,944; cancer control, $90,093 ; public 
health research, $5,148. 

In April 45,000 Family Allowance cheques 
totalling more than $700,000 were mailed to 
families in Newfoundland. 


Manual for Education of Foodhandlers 

A MANUAL entitled “Health Education for 
Public Foodhandlers” has been prepared by 
the Health League of Canada to assist the 
organizing of short courses of instruction 
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for restaurant and hotel workers. The manual 
covers such matters as the planning of such 
a program, its content, securing attendance, 
publicity, meeting arrangements and atten- 
dance certificate. The appendix contains an 
outline of suitable introductory remarks, a 
specimen program, a list of films on the 
hygiene of food handling, a pattern for the 
hair-styling demonstration, and a suggested 
quiz for a foodhandler’s course. The list of 
films includes “From Hashslingin’ to Food- 
handling”, “A Dishwasher Named Red”, 
“Germs Take Pot Luck”, “Service With a 
Smile”, “In Hot Water”, etc., which are 
owned by, or can be obtained through, the 
Health League. The manual is available, 
without charge, to medical officers of health 
and organizations by writing to the Health 
League of Canada, 111 Avenue Road, 
Toronto 5. 


MISS MURIEL MACKAY 


A PIONEER in public health nursing, Miss 
Muriel MacKay, died at her home in St. 
Catharines, Ontario, on Easter Sunday, April 
17, 1949, after an illness of nearly seven years. 

Miss MacKay was born at Woodville, 
Ontario, and received her early education 
there. Later she attended Jarvis Collegiate 
in Toronto. After graduating from the Hos- 
pital for Sick Children School for Nurses 
in 1910, she joined the hospital staff as a 
head nurse. In the following year she was 
appointed to the school nursing staff of the 
Toronto Board of Education. When the 
amalgamation of the medical and nursing 
staffs of the Boards of Education and Health 
was effected in May, 1917, Miss MacKay 
entered the new service in the Division of 
Public Health Nursing and was appointed 
Superintendent of the Moss Park District. 

Having pioneered in the fields of school 
and generalized public health nursing, Miss 
MacKay was among the first to enter the 
field of industrial nursing. She was with 
the Consolidated Rubber Company at Port 
Dalhousie for two years. On February 1, 
1920, she was appointed industrial nurse with 
the Ontario Hydro-Electric Commission and 
was attached to the Employees Relations 
Department. Miss MacKay’s exceptional ad- 


ministrative ability, sownd technical knowl- 
edge, imagination and foresight enabled her 
to take a leading part in the development of 
the medical services of the Commission. The 
program included the inauguration of first- 
aid work at Head Office, the organization of 
service on large construction projects, and 
planning for resident nursing in remote com- 
munities attached to power houses. Her 
charming manner and sympathetic under- 
standing invited and held the confidence of 
employees and their families during the 
twelve years she was associated with the 
Commission. 

Miss MacKay took an active part in pro- 
fessional organizations, both nursing and 
public health. Present-day developments in 
industrial nursing owe much to her zeal and 
courage. On June 1, 1942, she took part in a 
committee meeting of the Canadian Public 
Health Association, and on the following 
day her serious illness became apparent. 
During the years of trying illness the gallant 
spirit and cheerfulness that endeared her to 
friends and colleagues prevailed. Her loyalty, 
vivacity, and charm remain vividly in the 
memory of her many friends. 

She is survived by her sister, Miss Dorothy 
MacKay, of St. Catharines. 
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Tinted Lenses 

Most OPHTHALMOLOGISTS today disapprove 
the widespread, continuous and indiscriminate 
use of tinted lenses and object to the methods 
by which they have been advertised. The 
claims of a number of manufacturers are not 
only extravagant but are often untrue and 
absurd. For the benefit of persons who are 
insufficiently informed, the author of this 
article presents a statement regarding tinted 
lenses. The article has been adopted by the 
Council on Physical Medicine of the Amer- 
ican Medical Association. 

The use of dark glasses is justified only in 
the presence of extraordinary excessive or 
misdirected light, except in cases when eyes 
are sick or abnormally sensitive. Any person 
with normally healthy eyes should be com- 
fortable under ordinary bright sunlight. On 
occasions, however, when the bright sunlight 
is reflected directly into the eyes by water, 
snow or sand, the eyes may not be able to 
tolerate it. Should the amount of direct or 
reflected light be so great that it interferes 
with vision, protection is necessary. The 
“sun-glasses” worn should be dark enough 
to absorb from 60 to 75 per cent of the light 
and they should be colorless-smoke or gray. 

The author also cautions against the use 
of tinted lenses indoors under properly placed 
artificial light, and outdoors at night. He 
claims that they are dangerous for night 
driving ; the glare of an automobile headlight 
is due to the contrast with the surrounding 
darkness, and no type of tinted glass can 
change that. The sense of ocular fatigue ex- 
perienced after day driving is more often due 
to uncorrected or improperly corrected errors 
of refraction or of muscle balance than to 
the bright light. 

Alfred Cowan, J.A.M.A., 1948, 186: 1098. 


Safeguarding Working Boys and Girls 

IN THIS ARTICLE the author, who is director 
of the Child Labour Branch of the U.S. De- 
partment of Labor, discusses the need for 
State and community to do everything pos- 
sible to bring about greater safety for work- 
ing minors. 

Child workers are more likely to be in- 
jured on the job than are adult workers, and 


they are far more likely to suffer injuries 
that result in handicaps that will last a life- 
time. A recent survey made by the U.S. 
Department of Labor showed that boys and 
girls under 18, employed in manufacturing 
industries as a whole, have a frequency rate 
for injuries that is 114 times as high as that 
for workers 18 and over. This fact indicates 
the need for adequate safeguards to keep 
boys and girls under 18 from employment in 
occupations known to be hazardous. 

On the basis of investigations conducted 
by the Child Labor Branch, the Secretary of 
Labor has authority under the Fair Labor 
Standards Act of 1938 to issue hazardous- 
occupations orders which have the effect of 
prohibiting the employment of minors in the 
occupations that have been found particularly 
hazardous for them. At presént these orders 
cover seven occupations ; additional ones will 
be issued. These orders apply only to estab- 
lishments covered by the Fair Labor Stan- 
dards Act. They are now recognized by 
various State laws and regulations. 

The author suggests that communities 
strive for the passage of legislation to effec- 
tively keep children from entering employ- 
ment at too early an age and from taking 
dangerous jobs. In addition they could bring 
public opinion to bear on employers who are 
careless about any aspect of the employment 
of young or inexperienced workers. 

In her opinion, employers, whether or not 
they are covered by the Fair Labor Standards 
Act, can help safeguard child workers by 
making sure that minors are not given jobs 
involving any of the types of work covered 
by hazardous-occupations orders. She stresses 
the importance of knowing, when a boy or 
girl goes to work, that the job is within the 
protection of existing laws. Another step that 
community organizations and citizens’ groups 
can take toward ensuring the safety of 
working children is to make sure that em- 
ployment certificates based on proof of age 
are required before the work is started and 
that all provisions of the child-labor laws 
are properly administered. 

Elizabeth S. Johnson: The Child, 1948, 
18 : 42. 





